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Abstract 
Background:  Involving caregivers of older patients in discharge planning has been shown to reduce 
hospital readmissions by 25% at 90 days and 24% at 180 days.   
Purpose: To align expectations of patient caregivers with the care delivery provided during 
discharge planning by hospital personnel in accordance with the requirements of the CARE Act. 
Methods: Two surveys were conducted, one provided to hospital personnel and the other to lay 
caregivers, to determine perceptions about caregiver involvement in discharge planning.  
Evaluation: Using a SOAR Analysis, five strengths and six opportunities were identified, and 
aspirations and desired results proposed.  To promote sustainability and continuous quality 
improvement, a report card to monitor readmissions related to the presence or absence of caregiver 
involvement in discharge planning was developed. 
Clinical Implications: As the action plan is implemented and hospital culture changes, the caregiver 
will be regarded by hospital personnel as an extension of the patient, and caregivers will become 
more effective in their roles. This should result in greater caregiver involvement in discharge 
planning and patient advocacy.  The report card will enable the monitoring of outcomes over time.  
Recommendations: To foster a more successful partnership between caregivers and patients as they 
transition out of the hospital, a recommendation is to ask not only for the patient’s consent in 
naming a caregiver, but also garnering consent of the caregiver as a willing and able partner in care.  
Keywords:  caregiver, discharge planning, readmission 
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Caregiver Involvement in Discharge Planning 
of Older Hospitalized Patients to Reduce Readmissions 
Discharge planning is aimed at improving care coordination in the transition of the patient 
out of the hospital to reduce the incidence of readmissions to the hospital (Goncalves-
Bradley, Lannin, Clemson, Cameron & Shepperd, 2016).  For patients being discharged home, the 
discharge process can be challenging, with miscommunications resulting in medication errors and 
other adverse events, that may place patients at risk for hospital readmissions (The Joint 
Commission, 2012).  Evidence indicates that effective discharge planning for patients transitioning 
out of the hospital may reduce both the length of hospitalization and readmissions post-discharge, 
especially in elderly patients (Goncalves-Bradley et al., 2016).  
The importance of effective discharge transitions by hospitalized patients is paramount in 
achieving the Institute of Healthcare Improvement’s (IHI) Triple Aim to improve quality of care 
and the health of populations while reducing costs (IHI, 2016).  In the United States, as of 2014, 
there were over 35 million hospital discharges and the average length of stay was 4.6 days 
(AHRQ.gov, 2017). The average cost per case was almost $11,000 and, nationally, the annual cost 
of hospitalizations exceeded $1.4 billion (AHRQ, 2017). In 2012, the Centers for Medicare and 
Medicaid Services (CMS) began penalizing hospitals through its Hospital Readmissions Reduction 
Program (HRRP) by reducing reimbursement for patients with specific diagnoses who are 
readmitted within 30 days of discharge (Centers for Medicare & Medicaid Services, 2017).  Each 
year since its inception, CMS has added additional diagnoses to that list (Centers for Medicare & 
Medicaid Services, 2016). In addition, the Office of the National Coordinator has extended 
incentives to hospitals to implement costly electronic health records (EHRs) to improve care 
coordination, exchange of information and patient outcomes through the Meaningful Use of Health 
Information Technology initiative (HealthIT.gov, 2014). Each of these influences call attention to 
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the importance of hospital initiatives to improve quality, improve the health of populations, and 
reduce costs. One strategy to accomplish these goals is through effective discharge planning to 
prevent adverse events post-discharge and prevent hospital readmissions.  
Following the lead of over 30 U.S. states and territories according to the American 
Association of Retired Persons (2017, May 20), Pennsylvania (PA) enacted new legislation known 
as the CARE Act (i.e., Act 20, the Caregiver Advise, Record, and Enable Act) to do just that.  
Introduced in April 2016 (enacted on April 20, 2017), the PA CARE Act requires hospitals to:  
• ask the patient if s/he would like to name a lay caregiver to participate in their hospital 
discharge plan,  
• record the name and contact information of the caregiver in the medical record,   
• provide advance-notice of the estimated date of discharge to the caregiver,  
• provide education and discharge instructions to the caregiver as well as the patient, and 
• include on the discharge instructions a hospital employee that the patient and/ or caregiver 
may contact for questions post-discharge (Pennsylvania General Assembly, 2016). 
Although many of the aspects of the CARE Act of PA had been an incidental part of 
discharge planning for patients and their caregivers in hospital settings, through the CARE Act, 
there is now a legal requirement to ensuring that caregiver involvement in discharge planning 
(CIDP) is consistently met and documented. Incorporating the caregiver as an advocate for the 
patient is a low-cost, high-reward strategy for the discharge process, placing family caregivers in a 
key role with the patient and care team in patient-safety, quality of care and satisfaction. 
Review of the Literature 
 Key findings from the more significant studies regarding CIDP are reviewed herein. A 
thorough review of the literature search strategy which included PubMed Clinical Queries, 
Cochrane Library, CINAHL, and the Proquest Nursing and Allied Health Library is included in 
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Appendix A.  Selected studies are presented in a Table of Evidence (TOE) in Appendix B, 
according to The Joanna Briggs Institute Levels of Evidence (The Joanna Briggs Institute, 2013, 
October).   
One of the most influential publications was by Rodakowski et al. (2017), who performed a 
systematic review of 15 studies on the effects of CIDP on reducing costs and resource use post-
discharge (p. 1) in elderly patients who were hospitalized and those in a skilled nursing facility 
(SNF) (p. 3). Findings indicated a 25% reduction in readmissions at 90 days and a 24% reduction in 
readmissions at 180-days when caregivers were integrated into the discharge planning process.  
Most of the studies reviewed identified other benefits of CIDP including reduced time to 
readmission, shorted lengths of stay for readmissions, and less costly discharge care (p. 1). This is a 
highly significant review and the evidence supports the value of the caregiver intervention which 
merits attention. How caregivers were used was not elaborated on, since the primary purpose of this 
review was to determine the impact of CIDP on readmissions. 
 Other studies showed less favorable results.  Li et al. (2012) studied family caregiver (FCG)-
patient dyads using the Creating Avenues for Relative Empowerment (CARE) intervention to 
improve outcomes of older adults who were hospitalized post-discharge to home (p. 533), to 
determine if caregiver relationship (i.e., spouse versus other) influenced the CARE intervention and 
patient outcomes (p. 534).  The CARE Program involved two brief educational tapes, and a contract 
regarding FCG preference for care activities to perform. There were no between-group differences 
at baseline. Results showed no post-intervention difference between groups in FCG coping 
outcomes, for how to assist in caring for older patients who are relatives and in older family 
member outcomes (Li et al., 2012, p. 541). Though the study included discreet caregiver 
measurement, results were not significant for caregiver influence on readmissions and other 
outcomes.  
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 Rustad, Seiger Cronfalk, Furnes, and Dysvik (2016) studied the next-of-kin (NoK) who 
cared for 80-year or older relatives’ post- discharge to home or to an institution in the community 
setting from a hospital in Norway. The study’s aim was to understand the experience of the next-of-
kin (NoK) in older relative care transitions from hospital to post-hospital community living (p. 965). 
The main theme that NoK “balance multiple tasks during …care transitions” (p. 964) and 
subthemes that NoK “fulfill informational needs” (p. 964) and “take responsibility for the older 
relative” (p. 964) emerged. Some interviews were conducted with the elderly relative and some 
were not, which may have either embellished or limited the information conveyed. The applicability 
of this study is in understanding the lived experience of a caregiver, and the vulnerable position of 
the caregiver during patient transitions.  
CIDP was identified in many systematic reviews and individual studies (Rodakowski et al., 
2017; Mabire, Dwyer, Garnier & Pellet, 2016; Altfeld et al., 2013; Lainscak et al., 2013; Li et al., 
2012; Metersky, Fine & Mortensen, 2012; Mudge, Shakhovskoy & Karrasch, 2013; and Rustad et 
al., 2016), however the definition of what constituted a caregiver varied between studies and 
sometimes was not defined at all.  Rodakowski’s et al. (2017) studies noted the caregiver population 
was mostly female, with a wide variation in ages (p. 3); in two of the studies, it was determined that 
61% of the caregivers were spouses, and 35% were adult children (p. 3). Metersky et al. (2013) 
identified marital status but did not use the word caregiver in the study of readmissions amongst 
veterans. Rustad et al. (2016) limited caregivers to family members.  Leppin et al. (2014) noted that 
the involvement of at least two persons in care delivery resulted in improved 30-day readmissions 
(p.7), but it was not clear if those persons involved were considered caregivers.  
Only a few studies (Metersky et al., 2012; Li et al., 2012; and Rustad et al., 2016) included 
caregiver involvement as discreet measures apart from patients.  In most studies, caregivers were 
combined with patients when involved in interventions such as education or discharge planning. 
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Altfeld et al. (2013) discussed caregiver burden (p. 437); the information was collected from the 
patient and/ or the caregiver as a proxy, but data for each of the two roles were not collected 
discreetly. Lainscak et al. (2013) studied COPD patient readmissions, however caregiver 
involvement was not specifically measured and was only incidentally mentioned as part of the 
study.  Discharge planning bundles (i.e., multiple interventions consistently performed together) are 
present in numerous studies and systematic reviews, however only the Braet, Weltens, and Sermeus 
(2016) study mentioned the patient’s caregiver as part of the intervention, as in contacting the 
patient or caregiver by phone after discharge (p. 121). Naylor’s Transitional Care Model (Naylor et 
al., 2009) has one component which involves participation of patients and/ or caregivers in the 
discharge planning process (p.220).  Lack of discreet caregiver measurement makes it difficult to 
isolate the caregiver as a significant factor in improving patient outcomes. More study is needed 
regarding caregiving influence on discharge interventions or bundles. 
Leppin et al. (2014) noted that more recent studies (2002 or later) testing interventions to 
reduce 30-day readmissions demonstrated lower effectiveness than earlier studies prior to 2002 (p. 
7).  According to Mabire et al. (2016), studies involving a caregiver in discharge planning are often 
older studies (prior to 2011). Perhaps these results could be explained by the techniques used for 
both data gathering and analyses (i.e., electronic means as compared to paper/ manual) chart 
reviews and analyses methods in earlier years.  
Caregiver roles and responsibilities lacked clear definition between studies. Braet et al. 
(2016) identified interventions which support patient empowerment are beneficial in reducing 
readmission (p. 104). Leppin et al. (2014) noted that interventions to potentiate self-care capacity 
significantly reduced readmissions (p.9). Rodakowski et al. (2017) identified the involvement of 
caregivers in various interventions, including linking them to post-discharge resources and 
including them in discharge planning assessment, medication reconciliation, video or live 
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demonstrations of patient education tasks, and teach-back methodology (p.3). Metersky et al., 2013 
did not define the spousal role as caregivers but noted spousal presence correlated with reduced 
readmissions. Rustad’s et al. (2016) study unearthed the issues of responsibilities and role conflict 
experienced by NoK as caregivers based on their perceptions. Clearly defined roles and 
expectations by hospital personnel and caregivers is needed to optimize caregiver role performance. 
The involvement of a caregiver from admission, throughout hospitalization and post-
discharge also was not clearly described or consistently measured. Altfeld et al. (2013) noted that 
most in-depth psychosocial needs of patients became apparent post-hospitalization (p.  439).  Braet 
et al. (2014) noted that interventions begun in the hospital and continued through discharge were 
most successful in reducing readmissions (p. 107). Li et al. (2012) involved caregivers in a CARE 
intervention during and post-hospitalization, although as previously mentioned, findings did not 
support a difference in readmissions between intervention and control groups. The extent of 
caregiver involvement to influence patients’ resource capacity and resilience, and potentiate the 
patients’ ability to participate in self-care at home needs further study. 
 The ability of the caregiver to be present, as compared to remotely checking on the patient 
also varied across studies. Rustad et al. (2016) required NoK as caregivers to have regular contact 
with the elderly patient (p. 966). Li et al. (2012) only required the FCGs to live within an hour’s 
drive of the hospital but did not specify living with the patient (p.535). Marital status alone was an 
indicator in the Metersky et al. (2012) study with the assumption of spousal presence; partner or 
common-law arrangements were not reflected, nor were separations of married people living apart.  
Reduction in readmission was identified as a primary aim of caregiver involvement in some 
studies, however readmission was not always clearly described or defined, or measured in the same 
way.  In Leppin’s et al. (2014) review, readmissions were defined in two ways: patients with 
readmission versus readmission numbers in total (p. 7); thus, some studies needed to be excluded 
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from the meta-analysis for consistency in approach. Rodakowski et al. (2016) noted that 
readmission risk is not always defined consistently, and that the calculation of readmission risk was 
complicated because some studies did not provide enough detail or reported only 90-day or 180-day 
readmissions, making comparisons between studies difficult (p.4).  
Though the literature has many studies naming caregivers who are involved with the care 
coordination of patients, the quality of the findings specific to caregivers is often weak, and more 
research focused on CIDP is needed.  
Problem Statement  
Over the past few years at a multi-hospital system in the northeast Pennsylvania, hospital 
administrators had increasingly focused on the patient experience with attention on patient 
advocacy and patient satisfaction. Performance Excellence 2020 (PE2020) was a movement by 
system leadership to engrain a culture of value in addition to its culture of safety at its hospitals. 
Care coordination, primarily focused on patient length of stay, was one of the initiatives at top of 
focus. Even so, 30-day readmission rates were often higher than expected, especially in the elderly 
(i.e., age 65 and older).  
Family caregivers had been acknowledged incidentally in the discharge planning process, 
but with the introduction of the CARE Act, nurses, care coordinators and others involved in 
discharge planning had to formally acknowledge the patient and the caregiver relationship when 
providing information about discharge planning. This requirement was consistent with the 
Pennsylvania Code for Nurses, which calls for the nurse’s involvement of patients and their family 
members in activities to promote, maintain and restore health (The Pennsylvania Department of 
State, 2017).  Current interventions for discharge planning had to be maintained along with the new 
caregiver requirements.  
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The CARE Act was introduced to smooth care transitions for patients by focusing on CIDP 
(Pennsylvania General Assembly, 2016). Although the legal requirements of the CARE Act had 
been satisfied at the system hospitals through electronic medical record (EMR)-enabled elements, 
education of hospital personnel about the CARE Act had primarily focused on documentation 
requirements, rather than emphasizing staff commitment to involve caregivers in patients’ readiness 
for discharge and successful hospital transition. Patients and caregivers too, had not been provided 
information about what the caregiver role entails, and may not have had full understanding of their 
rights and responsibilities, or may have refrained from naming or being named a caregiver due to 
fear of the unknown about the role. Without adequate staff engagement and patient and caregiver 
preparation, the success of the CARE Act was called into question.  
Aim and Objectives 
The aim of the scholarly project was to align expectations of patient (“lay”) caregivers with 
the care delivery provided during discharge planning by hospital personnel in accordance with the 
requirements of the CARE Act (Pennsylvania General Assembly, 2016).  
The objectives were to: 
• Conduct and review self-assessment survey results of hospital personnel and patient 
caregivers and identify gaps compared to the desired state (i.e., evidence-based 
recommendations). 
• Identify strengths and opportunities for improvement for CIDP, and develop goals and 
an action plan for improvement.  
• Develop a report card to monitor readmissions related to the presence or absence of 
caregiver involvement in discharge planning to promote sustainability and continuous 
quality improvement. 
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For purposes of this project, lay caregivers are defined as a family member (spouse, partner, 
son or daughter, in-law relationship, parent), close friend or neighbor. 
Purpose and Clinical Question 
Involving older patients’ caregivers in discharge planning has been shown to decrease 
readmissions (Rodakowski, et al., 2017). The clinical PICO(T) question is, among hospitalized 
patients aged 65 and over being discharged to home (P), does integration of a patient-identified 
caregiver in discharge planning, in addition to usual care interventions for discharge planning (I), 
result in decreased readmission rates (O) post-discharge (T) as compared to usual care discharge 
planning interventions alone (C)? 
Before determining if caregiver integration in discharge planning can make a difference in 
readmissions, it is first important to identify just how well caregivers are integrated into discharge 
planning for older hospitalized patients. It stands to reason that when hospital personnel 
interventions to engage caregivers and caregiver discharge planning expectations align, caregiver 
involvement and caregiver role effectiveness should improve, and better outcomes for patients with 
reduced readmissions should result.  
Methods 
Since New York (NY) State had implemented the CARE Act prior to PA, it had many 
available resources, including surveys provided by the United Hospital Fund (UHF, 2009).  The PA 
and NY CARE Acts are quite similar; therefore, the surveys were regarded to be applicable to PA. 
(A comparison can be found in Appendix C.) The UHF’s survey tools for hospital personnel and for 
caregivers were used for a Transitions in Care – Quality Improvement Collaborative (TC-QuIC) 
(Levine, Halper, Rutberg, & Gould, 2013, A Special Report Summary).  Though the survey tools by 
UHF were not tested for reliability or validity, they were informed using evidence from prior UHF 
caregiver research, and were used extensively during the three-year TC-QuIC project to assess 
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family caregiver strengths, limitations, and needs in the process of patient transitions and discharge 
planning (Levine et al., 2013, A Special Report Summary).  TC-QuIC was designed as a quality 
improvement (QI) project (Levine, Halper, Rutberg, & Gould, 2013, A Special Report from the 
United Hospital Fund, p. 7), and the Plan-Do-Study-Act model (The W. Edwards Deming Institute, 
n.d.) was used to implement and test rapid-cycle improvements throughout that initiative (Levine et 
al., 2013, A Special Report Summary, p.2).  Its primary aim was to improve the quality of caregiver 
integration in care transitions, but it was often a secondary gain that readmissions were reduced 
(Levine et al., 2013, A Special Report Summary, p.3). The surveys used during TC-QuIC served as 
the basis for this QI project and were used with the permission of the UHF.  
The project leader’s familiarity with the legal requirements of the CARE Act and work with 
the system hospitals’ EMR as the System Director of Clinical Informatics, contributed to the 
facilitation of this work. Merely including documentation elements in the EMR for effective 
implementation of the CARE Act was thought to be insufficient; embedding activities to change 
hospital culture and commitment to CIDP would be necessary to make the intent of the CARE Act 
successful. 
Project Design 
To validate that CIDP was done effectively, an understanding of hospital personnel and 
caregiver perceptions of current state was sought.  The project included hospital personnel and 
caregivers of patients who were discharged to home or extended care, after being hospitalized on a 
medical-surgical or telemetry nursing unit. The project began with two surveys, one provided to 
hospital personnel to determine perceptions of the effectiveness of interventions for caregiver 
involvement in hospital discharge planning, and the other distributed to lay caregivers, to describe 
perceptions of effectiveness of hospital personnel in working with caregivers in planning for 
hospital discharge.  This two-group comparison included perceptions of providers of care (i.e., 
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discharge planning) and receivers of that care. Survey questionnaires were developed by the UHF 
(2009) and used with permission.  
The rationale for selecting the survey method was because formalizing the process of CIDP 
was new to hospital personnel and to caregivers who were acting in a supportive role for patients. 
Another potential benefit of the survey method was that as participants took the surveys, there could 
be some thought generated by respondents about effective CIDP.  Many of the EBP interventions 
for care transitions, such as those listed in the UHF surveys, had not yet been analyzed nor 
promoted in a standardized way at the system hospitals and this was an organizational need. 
Reduced 30-day readmissions with CIDP should be realized if the implementation is successful, 
caregiver involvement is sustainable, and the evidence is correct.  
Setting. The setting was a 231-bed not-for-profit full-service community hospital and Level 
II Regional Trauma Center, part of a multi-hospital system in southeastern Pennsylvania. Its 
medical-surgical and three telemetry units were included in the surveys, since most elderly patients 
are discharged from these units. The nursing units at the hospital strive to function in a standardized 
manner, although there are some differences; often by providing data for feedback, healthy internal 
competition can be fostered to improve processes over time and promote best practices.  
This hospital was selected for the QI project because it had higher than threshold scores for 
30-day readmissions in acute myocardial infarction, chronic obstructive pulmonary disease, and 
pneumonia, so an opportunity for improvement existed. It was common knowledge amongst the 
system and hospital leadership that admissions at this healthcare system were significantly more 
costly than the $11,000 national average (AHRQ, 2017), and with financial penalties for 
readmissions (Centers for Medicare and Medicaid Services, 2017), actions that could help to reduce 
readmissions were welcome. 
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Participants. The hospital personnel sample included those individuals involved in 
discharge planning of medical-surgical or telemetry patients, such as those who participated in 
educational and discharge planning activities (i.e., nursing staff, providers including hospital 
medical service providers and other medical staff, care coordinators including nurses and social 
workers, and unit/ department managers and coordinators). Exclusions were those personnel who 
did not manage or provide care for patients in the practice setting.  Hospital personnel 
demographics included roles of hospital personnel, shift worked (if applicable), and primary 
department/ specialty. 
Convenience sampling of caregivers of patients age 65 and older discharged to home 
(including with home care) or to extended care on the identified hospital nursing units were sought.  
Patients were excluded if they were unable to consent, declined or were not consented for caregiver 
involvement, or those who were in the hospital less than 24 hours. Caregivers were included if they 
were age 21 and older and able to read and speak English. Caregiver demographics included the 
relationship of the caregiver to the patient (e.g., spouse/ partner, adult child, friend or other), 
whether the caregiver and the patient lived together, whether the patient’s admission was planned or 
an emergency, the reason the patient was hospitalized, age of the patient, and whether the patient 
returned home, home with home care, or to an extended care facility post-hospitalization.  
Measures. Congruent survey questions were presented to both hospital personnel and 
caregivers.  Measures included survey scores for answers to each question asked.  Likert scale 
survey answers for hospital personnel included always, usually, about half the time, seldom and 
never. Caregiver survey answers were mainly yes/ no/ don’t know.  
The Protection of Human Participants.  Written permission to conduct the surveys in 
support of the project was obtained from the system Chief Nursing Officer, the hospital’s President, 
and the hospital’s Vice President of Medical Affairs.  Internal Review Board (IRB) approvals were 
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sought from both Drexel University and the multi-hospital system, and an IRB exemption, since this 
was a QI project, was issued by both IRBs. There was no hospital personnel or patient/ caregiver 
identifiable information as part of the surveys.  Consent of hospital personnel and caregivers was 
embedded in the survey explanation in SurveyMonkey. Return of the surveys signified informed 
consent. The project leader’s contact information was also made available should participants have 
had any questions.   
Procedures. Surveys were administered by the project leader. Concurrent engagement of 
caregivers and hospital personnel to take the surveys over a two-week period occurred, with a total 
of four weeks allowed for return of all surveys. The project leader rounded individually with 
hospital personnel to introduce the subject-matter, the background information, and the survey 
request for participation.  Surveys, launched via SurveyMonkey, were sent to all hospital personnel 
from the identified departments through departmental e-mail distribution lists. The introduction to 
the survey also described the purpose of the project.  Responses were anonymous.  
Collection of caregiver names and contact information were identified through review of the 
medical record of patients age 65 and older. No patient-identifying information was collected.  
Caregivers were identified through patients’ paper consent forms in the medical record as required 
by the PA CARE Act.   Caregivers were approached personally by the project leader who rounded 
on the nursing units daily over a period of two weeks to explain the intent of the survey and elicit 
participation of visiting caregivers throughout the identified nursing units. If caregivers were not 
present, an attempt to contact identified caregivers via phone was made, with up to three attempts 
on different occasions. Caregivers’ e-mail addresses were collected to distribute surveys via 
SurveyMonkey; alternatively, if e-mail was not an option, U.S. Mail addresses were collected to 
distribute the surveys to caregivers with a stamped, self-addressed return envelope. The algorithm in 
Figure 1 identifies the caregiver survey participation decision path. Instructions for the caregiver 
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survey specified that identifiable patient information was not to be included in answering or 
commenting on the survey questions. Hospital personnel were blind to caregiver participation.   
Evaluation. To better understand the opportunities and challenges of embedding caregiver 
involvement as part of discharge planning, a SOAR (Strengths, Opportunities, Aspirations and 
Results) Analysis (Hensel Silbert & Silbert, 2007) was conducted. The SOAR Analysis was selected 
because it provided structure for recognizing what was working well in the current state (i.e., 
strengths), and organizing the action plan (aspirations and desired results) related to identified 
opportunities.  The inter-professional team was presented with the survey responses for 
consistencies and gaps compared to survey recommendations. Comments sections interspersed 
throughout both the caregiver and hospital personnel surveys were reviewed for additional insight. 
To promote sustainability and continuous quality improvement, a report card to monitor 
readmissions related to the presence or absence of CIDP was developed. 
Timeline.  Surveys were administered over a two-week period, from August 26, 2017 
through September 8, 2017.  Results continued to be received via U.S. Mail throughout September 
22, 2017.  The inter-professional team met twice, once on September 26, 2017 (with an individual 
meeting separately with one member on October 1, 2017) for the review of the findings and 
discussion, and another on October 27, 2017 to review the SOAR Analysis and finalize the action 
plan recommendations.  
Findings/ Outcomes 
Survey returns were as follows: Hospital personnel e-mail survey returns included 98 
participants: 36 nurses (60%), 13 providers (23.34%), and 10 Care Coordinators (16.67%). For the 
caregiver surveys, of 83 caregivers who agreed to participate, 50 surveys were returned (a 60% 
response rate). Of the 50 caregiver surveys, eleven (22%) were by U.S. Mail and 39 (78%) were by 
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e-mail. For both hospital personnel and caregiver surveys, some questions were omitted or deemed 
not relevant by survey participants.   
Because the survey answers for the same questions between groups were inconsistent, 
comparing the hospital personnel survey results with the survey results of caregivers was 
challenging statistically. Likert scale survey answers for hospital personnel included always, 
usually, about half the time, seldom and never.  Hospital personnel survey answers were analyzed 
based on the mode and the median, with frequencies (percentages), since Likert scales are ordinal 
level of measurement; as such, means and standard deviations are not appropriate to use (Jamieson, 
2004, p. 1217).  Although the mode and the median were helpful, reviewing the frequencies and 
distribution of hospital personnel responses in entirety provided valuable information as well. For 
hospital personnel, don’t know/ not relevant answers were excluded from the total percentages. 
Caregiver survey answers were mainly yes, no, and don’t know.  Caregiver survey answers 
were analyzed based on frequencies (percentages), since answers were nominal level of 
measurement.  For caregivers, not relevant answers were excluded from the total percentages, 
however don’t know answers by caregivers were considered a lack of knowledge and were included 
as a negative response.  
Excel was used for the data analysis of both hospital personnel and caregivers. 
The SOAR Analysis  
The inter-professional team reviewed the survey results according to the SOAR Analysis 
(Hensel Silbert & Silbert, 2007) framework. Five strengths and six opportunities were identified and 
prioritized for an action plan. For a more thorough display of the selected survey results, refer to 
Tables 2 (Strengths) and 3 (Opportunities).    
Strengths. Areas of strength were considered those questions which were answered 
consistently between groups, and scored high. For caregivers’ survey responses, this means above 
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75% of respondents answered yes, and for hospital personnel, where the mode and median were in 
the always and/ or usually area of the Likert scale. Five areas of strength were identified: 
1) On admission, caregivers are given information about their family member’s 
diagnosis and treatment. The percent of hospital personnel who answered usually 
and always was 87%, and was similar in frequency to that of the positive caregivers’ 
responses of 83%. 
2) Caregivers are given a list of the patient’s medications, dosages, and instructions on 
discharge. The caregiver (76%) and hospital personnel (73%) perceptions were 
closely aligned according to percentage agreement to this survey question.  
3) Medical Information to caregivers is understandable.  When combining the hospital 
personnel scores of usually plus always answers, the percentage agreement between 
caregivers (82%) and hospital personnel (89%) positive responses were similar.  
4) Interpreter services are readily available.  Only six caregivers found this question 
relevant to them, but even so, five (86%) stated yes to this question, indicating 
interpreter services were readily available to their loved ones. 99% of hospital 
personnel answered always plus usually. This was not surprising since the system 
hospitals implemented a readily-available video-remote interpreter service last year. 
5) Overall, caregivers are satisfied with hospital experience.  This was the only 
question where both caregivers and hospital personnel answered with a Likert scale, 
albeit with different answer types. Combining the caregiver frequencies of strongly 
agree and agree results in 74% positive response. Similarly, combining the hospital 
personnel frequencies of usually and always results in an 84% positive response. 
Opportunities. Opportunities for improvement were questions which were answered 
consistently between groups but scored low, or answers which were inconsistent between hospital 
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personnel and caregivers (i.e., gaps).  This included scores for which caregivers scored higher in no 
and don’t know answers than yes answers, or below 75% in yes answers. (Don’t know responses 
were categorized as a negative response for caregivers for the purposes of this survey, since 
caregivers should have had an awareness of caregiver interventions in the ideal state.) Opportunities 
for hospital personnel included when the mode and median score was lower than 75%, or when 
hospital personnel had more positive perceptions than did caregivers.  Many of the opportunity 
survey questions had more than one part to each question; each part was analyzed separately. 
1) Explain caregiver role and responsibilities, and the importance of a caregiver to 
patients.  
o Caregiver role and responsibilities: Of the 45 caregivers responding to this 
question, 51% responded no and 11% responded don’t know. Of the 87 
hospital personnel responding, 38% indicated this usually happened.   
Responses indicated that caregivers inconsistently had an explanation of their 
role and responsibilities. 
o The importance of a caregiver to patients: Of the 44 caregivers who 
responded, 63% of the time (45% no and 18% don’t know) a negative score 
by caregivers occurred. Of the 81 hospital personnel responses, 45% 
indicated this usually happened. There was a disconnect between caregiver 
and hospital personnel perceptions that this was being done consistently. 
2) Provide a number to call 24/7 during hospitalization and after discharge regarding 
any questions.  Of the 45 caregiver responses, 71% were negative responses. Of the 
84 hospital personnel, 46% indicated this usually occurred.  This indicated a 
disconnect between caregivers and hospital personnel regarding this intervention. 
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3) Inform about services and resources available to caregivers during hospitalization 
and after discharge. Hospital personnel responded more favorably than caregivers. 
o During hospitalization: Of the 43 caregivers, a total of 67% negative 
caregiver responses were noted (60% no, and 7% don’t know). Of the 78 
hospital personnel, 42% indicated this happened usually.  
o After discharge: Of the 34 caregivers that responded, 74% of caregivers 
scored this negatively (62% no, and 12% don’t know).  Of the 60 hospital 
personnel who responded, 45% indicated this usually happened.  
4) Assess caregiver skills and abilities, comfort level and availability to provide care. 
Of the 37 caregivers answering this question, 57% gave a negative response to this 
question (49% no, and 8% don’t know). Of the 69 hospital personnel responses, 51% 
stated this usually happens.  Caregiver and hospital personnel perceptions of 
caregiver assessment do not align. 
5) Communicate about family member’s length of stay (LOS) and estimated date of 
discharge (EDD).   Note: Since these surveys were conducted, Care Progression 
Rounds were instituted as part of the PE2020 initiative, where LOS and EDD were a 
prime focus. Though the care team would write patients’ anticipated EDD on white 
boards in their hospital rooms, there was a sense by the inter-professional team that 
caregiver communication about LOS and EDD still had room for improvement.  
o LOS: Of 46 caregiver responses, 37% negative caregiver response were noted 
(35% indicated no, and 2% indicated don’t know). Of the 81 hospital 
personnel, 51% indicated this usually occurred. Though both groups 
indicated that this occurred at least half-the-time, there was opportunity for 
improvement. 
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o EDD: Of 45 caregiver responses, 42% indicated no. Of the 73 hospital 
personnel responses, 48% indicated this usually happened. Though 
perceptions between caregivers and hospital personnel were similar, there 
was opportunity to improve the consistency with which this takes place. 
6) Teach caregivers about medications, diet and activity, symptom management, 
operating equipment, and recognition of an emergency or a change in the patient’s 
condition to assist patients after discharge.   
o Medications:  Of the 27 caregivers responding to this question, 41% 
indicated no, that they were not taught. Of the 63 caregiver respondents, 43% 
indicated always, and 43% indicated usually (for a total of 86% positive 
response) that medication teaching to caregivers occurred. This disconnect in 
perceptions indicated there was an opportunity to more actively engage 
caregivers in patients’ medication teaching. 
o Diet and activity: Of the 36 caregiver responses, 42% answered no, they were 
not taught about diet and activity for their loved ones. Of the 65 hospital 
personnel responses, 48% stated this usually happened. This was another 
opportunity to increase the consistency of this intervention occurring. 
o Symptom management:  Of the 33 caregiver responses, 52% answered no to 
this survey question. Of the 66 hospital personnel, 52% indicated this usually 
occurred. The mediocre frequencies between caregiver and hospital personnel 
scoring signaled an opportunity for improvement. 
o Operating equipment:  Of the 12 caregivers this question pertained to, 58% 
answered no and 8% answered don’t know, for a total of 64% negative 
caregiver responses. Of the 60 hospital personnel, 43% indicated this always 
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happened. Though caregiver numbers are small, caregiver and hospital 
personnel perceptions did not align.  
o Recognition of an emergency or change in the patient’s condition: Of 38 
caregiver responses, 39% indicated no to being taught this. Of 66 hospital 
personnel, 49% indicated this usually occurred. Hospital personnel 
perceptions were more positive than caregiver perceptions for this, but 
overall there was needed improvement. 
Aspirations and Results. The aspirations and results part of the SOAR Analysis (Hensel 
Silbert & Silbert, 2007) included desired goals and the action plan to accomplish them. There was 
no specific prioritization to this action plan, since some interventions may be done concurrently. 
Table 3 provides a summary of the Aspirations and Results.  
1) Aspiration: Improved caregiver role clarity and engagement.  Results: Develop and 
provide an education tool for caregivers to define their and the hospital’s role and 
responsibilities. (Note: A Caregiver Information Sheet has since been developed and 
approved by the Patient-Family Education Committee and is currently in use.) 
Provide re-education for hospital personnel on the value of caregiver engagement.  
2) Aspiration: Consistent, reliable contact information of hospital personnel 24/7 for 
questions and inquiries during and post-hospitalization. Results: Provide a number 
for caregivers to call hospital personnel 24/7 for inquiries and questions during 
hospitalization on a wallet card (and/or to be entered in the caregiver’s smartphone), 
and post-hospitalization on the discharge instructions. At the system hospitals, this 
number would be that of the nursing unit where the patient had stayed. 
3) Aspiration: Caregiver awareness hospital and community resources during and post-
hospitalization. Results: Revise the current Patient Guide to be entitled Patient and 
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Caregiver Guide, and make it inclusive of services and resources available to 
caregivers during and after hospitalization. For example, the Senior Care Line will 
be promoted as a resource to caregivers of the elderly. (Note: These revisions to the 
Patient and Caregiver Guide were to be completed by the end of November. 2017.) 
4) Aspiration: Hospital personnel awareness of caregiver skills, ability, availability to 
provide care. Results: Implement a caregiver assessment questionnaire to assess 
caregiver availability, willingness, skills and abilities. Establish an agreed-upon time 
commitment for caregiver presence (or availability via phone or web-based meeting) 
during the patient’s hospitalization, for teaching and communication. 
5) Aspiration: Timely communication to caregivers about length of stay (LOS) and 
estimated date of discharge (EDD). Results: Hospital personnel conduct twice daily 
Care Progression Rounds for accurate LOS and EDD projections and write EDD on 
the white board in patient’s room currently as part of the PE2020 initiative. In 
addition, reinforcement of communication with caregiver about the EDD (as per the 
PA CARE Act) and the need to document that conversation in the EMR is necessary.  
6) Aspiration: Full engagement of caregivers in patient teaching and discharge 
instructions. Results: Develop a caregiver folder and provide equivalent patient 
teaching materials and discharge instructions for caregivers. Review teaching 
materials with caregivers regularly, in-person or via phone. Provide a copy of the 
discharge instructions to caregivers not living with patient. 
After the SOAR Analysis was completed, results were shared with the system Patient 
Experience Steering Committee, a committee comprised of system hospitals’ leadership, including 
nursing vice presidents and other members of the C-Suite, and the Chief Nursing Officer.  The 
proposed action plan was accepted. Because the system hospitals use a standardized approach to 
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interventions, the action plan developed by the hospital where the project was conducted may be 
implemented at the other system hospitals.  
The Sustainability Report Card 
The sustainability report card was developed as a proof-of-concept for the month of July 
2017 on hospital patients who were discharged, and was produced in November 2017. Patients with 
and without caregivers were compared for 30-day readmissions to the hospital. According to the 
July 2017 report card, readmission rates were higher for those patients with named caregivers 
documented in the EMR, at 13.2% for patients with EMR-documented caregivers as compared to 
8.0% for patients without EMR-documented caregivers.  Length of stay for patients with EMR-
documented caregivers was also higher, 4.87 days as compared to 3.35 days, and more patients with 
EMR-documented caregivers listed were discharged to a skilled nursing facility, 26.35% as 
compared to 13.5%. A summary of the report card findings is found in Table 4. The report card will 
continue to be produced monthly to monitor trends.  Updates on progress with the actionable items 
and report card results will be provided to the Patient Experience Steering Committee quarterly.  
The sustainability report card did not demonstrate lower readmissions for patients with 
named caregivers as expected.  Because documentation of a caregiver was not a required field in the 
EMR during July 2017, and because the PA CARE Act was relatively new to the nurses, there were 
more patients without a caregiver listed (N= 497) than those with a caregiver listed (N=281). 
However, when a manual chart review was conducted for the surveys in August 2017, it was noted 
that caregivers were named approximately 50% of the time on paper consent forms; the 
transcription into the EMR of this information from the paper consent form by nursing was often 
lacking. Therefore, the data may not have been accurate in July 2017. In late August 2017, the 
caregiver documentation in the EMR was made mandatory to require nurses to indicate whether the 
patient had named a caregiver, thus making the sustainability report card data more accurate. Also, 
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the initial sustainability report card included patients discharged to an extended care facility (ECF).  
Excluding patients who were discharged to an ECF to only account for patients who were 
discharged to a home situation in the community may provide additional insight. In future report 
cards, the data will be presented both including and excluding patients who were discharged to an 
ECF to determine how this factor may affect LOS and readmission rates. 
Budget 
The project was low-cost, with the only expenses being the cost of the U.S. Mail to mail the 
caregiver surveys for those who did not wish to use e-mail. Capitalizing on other projects currently 
in progress, such as revising the Patient and Caregiver Guides and the PE2020 initiative, added 
efficiencies and kept the additional costs of accomplishing action plan items down.  
Strengths and Limitations 
Strengths of this Quality Improvement (QI) project are that it included surveys and an 
approach that was easily replicated and ripe for rapid-cycle improvements. This topic had not been 
studied by the hospital system and was a welcomed analysis due to the recent implementation of the 
PA CARE Act.  Because the system hospitals use standardize policies and procedures, the action 
plan can be applied broadly, and the sustainability report card can provide ongoing feedback for the 
outcomes related to this QI activity across all system hospitals. 
Limitations of this QI project includes: 
• Findings and conclusions are limited in generalized applicability due to the project’s single 
site design.  Surveying hospital personnel and caregivers at other sites would be desirable. 
• The mismatched caregiver and hospital personnel survey answer formats for the same 
questions asked posed a challenge with analysis of the results between the disparate groups. 
UHF surveys were unable to be altered as part of the agreement to use them, however the 
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formats used for the survey answers made sense and ostensibly could not have been the 
same for both groups regardless.  
• Caregivers of patients who had been in the intensive care unit and transferred to a med-surg 
or telemetry nursing unit were not approached to participate in the surveys.  This may have 
limited the richness of information received from the caregivers of those higher complexity 
patients once they go home.  
• The sustainability report card does not provide real-time data for QI, since 30-day 
readmissions are a three-month lagging indicator by the time the data becomes available.  
• The EMR-required documentation of a lay caregiver or declination/deferral of naming a lay 
caregiver was not made mandatory until the end of August 2017. It was during this time 
that the medical record reviews for the surveys revealed that patients were naming a 
caregiver via paper consent, but nursing was not always documenting that decision in the 
EMR. Subsequent months of the sustainability report card should reveal a more accurate 
reflection of lay caregivers named and may significantly alter the results of the readmission 
trends for patients with and without named caregivers. 
• The documentation by nursing regarding who was given the discharge instructions does not 
always happen in the EMR.  Many nurses have the practice of printing-printing out the 
completed Discharge Instructions before reviewing them with the patient and/ or caregiver, 
and then recording who was taught on the chart copy in pen. This makes that information 
on the report card inaccurate; as a result, either correct documentation will need to be 
reinforced or those elements on the Discharge Instructions will need to be made mandatory.  
• The number of respondents was relatively low, and may have been more meaningful if 
more hospital personnel and caregivers were engaged in taking the surveys.  
Significance and Implications 
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 Caregiver involvement in discharge planning is a timely topic for nursing and other 
healthcare professionals, given that the CARE Act has been added to over a dozen states in 2017 
alone, and is now in upward of almost 40 U.S. states and territories, with more states in the planning 
phases (American Association of Retired Persons, 2017, May 20).  Caregivers as advocates for 
elderly patients can only serve to strengthen patients’ resilience and reduce hospital readmissions.  
However, more research is needed to substantiate this.  Though many publications tout the benefit 
of CIDP (Rodakowski et al., 2017; Braet et al., 2016; Leppin et al., 2014), other have inconclusive 
or contrary findings (Mabire et al., 2016; Metersky et al., 2012; Li et al., 2012). Now that EMRs can 
capture more information about CIDP, improved quantitative reporting of information about CIDP 
may be achievable. Qualitative research to understand the lived experience of caregivers, and 
challenges of hospital personnel involved in engaging caregivers may also add to the body of 
knowledge.  
 Implications are that as the action plan is implemented, and hospital culture about CIDP 
changes, the caregiver will be regarded by hospital personnel as an extension of the patient, and 
caregivers will become more effective in their roles. The embedding activities implemented from 
the action plan should result in greater CIDP and patient advocacy, and the report card will enable 
the monitoring of outcomes over time.  
In terms of public policy, CARE Acts across states are not uniform, making it challenging 
for common educational materials to be developed and for hospital personnel working across state 
lines to be knowledgeable about the differences. It would be beneficial for the CARE Act to be a 
federal law for purposes of standardization and equitable public policy. To foster a more successful 
partnership between caregivers and patients as they transition out of the hospital, a recommendation 
would be to ask not only for the patient’s consent in naming a caregiver, but also garnering the 
consent of the caregiver as a willing and able partner in care.   
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Appendix A- Literature Search Strategy 
The impetus for identifying the clinical problem and subsequent search was based on a 
systematic review by Rodakowski et al. (2017) comprised of 15 studies. Relevant studies contained 
within and conducted within five years were reviewed.  Studies selected from the systematic review 
were by Li et al. (2012), and Lainscak et al. (2013).  Studies were excluded if they did not include 
caregivers in a significant manner, if the discharge planning interventions were integral to a broader 
package of inpatient care interventions, were focused on transitions to non-home settings (i.e., 
skilled nursing facilities or extended care), or if patients had Alzheimer’s, psychiatric or mental 
health diagnoses.  
An ACCESSSS database search produced relevant studies, considering the Boolean phrases 
and synonyms:  Hospital AND patient AND (old* OR elder* OR (65 and older)) AND (“discharge 
to home” OR (discharge to community) OR discharge) AND (caregiver OR carer OR “family 
member” OR spouse OR (significant other) OR partner OR relative OR family OR “adult child”) 
AND ((discharge AND plan) OR (discharge AND transition) OR (“discharge instructions”)) AND 
(readmission OR return OR represent OR readmit OR hospitaliz*).  
 PubMed Clinical Queries (CQ) with automatically-applied MeSH terms, yielded five 
systematic reviews, one of which was selected (Braet, Weltens & Sermeus, 2016). Additional 
systematic reviews yielded from the Braet et al. (2016) search included Mabire, Dwyer, Garnier and 
Pellet (2016); from that search yielded Leppin et al. (2014).  Subcategories in PubMed CQ included 
Therapies, Diagnosis, Clinical Prediction Guidelines, Prognosis, and Etiology. Therapies yielded 
six matches and none were selected.  Diagnosis yielded no matches. Clinical Prediction Guidelines 
yielded one match, which was not selected. Prognosis yielded eight matches, one of which was 
selected (Metersky, Fine, and Mortensen, 2012).  Etiology yielded 13 matches, two which were 
pertinent but duplicative (Braet et al., 2016 and Metersky et al., 2012). 
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 Cochrane Library, using the same search terms in title, abstract, key words, and narrowing 
to five years (2012-2017), Cochrane Reviews and Trials was searched and yielded 18 results. 
Selected was one study, a randomized control trial by Altfeld et al. (2013).  
 A PubMed search via ACCESSSS yielded 488 results. PubMed applied MeSH terms 
automatically. The search was restricted to 65 and older, producing 158. The yield was a study by 
Mudge, Shakhovskoy and Karrasch (2013). 
The CINAHL database was used for a search with the same terms, resulted in 1488 items, 
narrowed to academic journals, ten years which yielded 823 items. Narrowing to patient discharge, 
discharge planning, readmission, caregivers, hospitals, aged hospitalized, family, hospitalization 
and five years yielded 309 items; narrowing to academic medical journals and age 65 plus yielded 
88 results. Selected was a study by Rustad, Seiger Cronfalk, Furnes and Dysvik (2017). 
 ProQuest Nursing and Allied Health Library was searched using the same terms. 14,041 
results presented; after aggressive narrowing to 179, no additional studies were identified.  
 Future considerations may include searches of other databases, such as ProQuest Social 
Services, since care coordination may be led by social services personnel. Health information 
technology databases may be searched, since technology plays a role in capturing information about 
patients’ healthcare. Expert opinion and bench research is valuable information to include in future 
searches. Other patient outcomes, such as extending the search to patient and caregiver satisfaction, 
may be fruitful.  Satisfaction measures have ramifications for an organization financially, since 
hospital value-based purchasing is based on these measures (CMS.gov, 2017). Nurses might be 
studied to understand opportunities and challenges of caregiver involvement in hospital discharge. 
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 Level 1a- Systematic Reviews of Randomized Controlled Trials 
Braet, A., 
Weltens, C., 
Sermeus, W. 
(2016) 
51 studies included, with a 
meta-analysis of 47 studies. 
Two studies were excluded 
because they were not truly 
randomized.  Patients age 18 
years or older discharged from 
a medical-surgical hospital 
unit, between January 1990 
and July 2014. Exclusion 
criteria were emergency, 
intensive care, palliative care, 
psychiatric care, and obstetrics 
patients.55% of the studies 
were conducted in the United 
States and Canada. Sample 
sizes ranged from 10 to 3998 
patients (median = 175 
patients). Study patient 
characteristics included: 
Cardiac disease (n=21), 
Orthopedic problems (n=3), 
pulmonary disease (n=3), 
stroke (n=1), mixed groups 
n=23). Elderly or older adults 
= 17 studies. Minority 
populations = 1 study. All 
others included chronic illness 
or risk for readmission 
populations.  
A thorough search was performed 
using PubMed, Web of Science, 
Embase and CINAHL.  A review of the 
methodological quality of the studies 
using a Joanna Briggs Institute Critical 
Appraisal Tool (i.e., MAStARI) and a 
comprehensive table was included. 
There were two reviewers for 
independent evaluation for 
methodological validity. Meta-analysis 
was performed on 47 of the studies, and 
data synthesis using pooled odds-ratios 
with the Mantel-Haenszel method (i.e., 
a technique used to estimate the 
association between the intervention(s) 
and the outcome, adjusting for 
confounding variables, and using 
weighted average of the risk ratios 
across subgroups or confounding 
variables, Boston University, 2016).  
Minimization of publication bias was 
addressed by including papers and 
meetings from preceding publications 
and identifying where duplications in 
reporting may have occurred.  
 
Various 
interventions to 
ease transition of 
care from hospital 
to home or 
prevent 
complications 
post-
hospitalization. 
Intervention 
domain 
classifications for 
each study 
included those 
performed pre-
discharge, post-
discharge, or both 
(pre/ post 
discharge). 
Primary outcome: Admission 
within three-months post-
discharge. Secondary outcome: 
Patient satisfaction, re-
presentation to emergency 
department, or death. Meta-
analysis using a random effect 
model.  Data pooled using 
Mantel-Haenszel methods. 
Subgroup analysis only for 
papers with critical appraisal 
score > 6 selected. 
Overall readmission risk = 0.77 [95% 
CI, 0.70-0.84] (p<0.00001). Relative 
risk for return to the emergency 
department = 0.75 [95% CI, 0.55-1.01] 
(p=0.06).  Interventions begun during 
hospitalization and continuing post-
discharge were more effective in 
reducing 30-day readmissions than 
interventions which started after 
discharge (between subgroup 
difference p=0.01). Interventions with 
multiple components were not more 
effective than single component 
interventions (between subgroup 
difference p=0.54). Interventions 
focusing on patient empowerment were 
most effective in reducing readmissions 
compared to all other types of 
interventions (between subgroup 
difference p=0.008 at one month and 
p=0.02 at three-months post-discharge).  
In meta-analyses, there are 
likely other confounding factors 
influencing the results, thus it is 
exploratory (not conclusive) in 
nature. Groups in meta-
analyses are heterogenous, and 
thus results may not be 
generalizable across groups. 
Interventions differed between 
groups. How hospital 
readmissions were measured 
was not always well defined 
within studies. Classification of 
interventions in this meta-
analysis may not have been the 
same as that in other systematic 
reviews, explaining why the 
conclusions may have differed 
between this and other meta-
analyses (e.g., Leppin et al., 
2014). 
 
 
 
 
 
 
 
Leppin et al. 
(2014) 
42 studies included. Adult 
patients admitted to a medical-
surgical unit in the hospital for 
> 24 hours then discharged to 
home, excluding obstetrics 
and psychiatric patients. 
The review was conducted using the 
Preferred Reporting Items for 
Systematic Reviews and Meta-Analysis 
(PRISMA) standards. A comprehensive 
search using PubMed, Ovid 
MEDLINE, Ovid EMBASE, EBSCO 
CINAHL and Scopus was conducted, 
Interventions to 
reduce 30-day 
hospital 
readmissions  
Systematic review of the 
effectiveness of interventions 
used to reduce 30-day 
readmissions using patient 
context (i.e., the workload of 
being a patient) and the 
resource capacity of the patient 
The relative risk (RR) of readmission in 
<30 days was 0.82 (95% CI, 0.73-0.91, 
p<0.001) overall.  The interventions to 
potentiate self-care capacity were 
shown to reduce readmissions in the 
intervention group (IG), (RR 0.68, 95% 
CI, 0.53-0.86) compared to the control 
Need to study more about 
intervention demands on 
patients and caregivers, and 
offsetting them with other 
support.  The lack of a 
validated scale to measure 
workload and capacity of the 
CAREGIVER INVOLVEMENT IN DISCHARGE PLANNING 39 
 
 
Author/ 
Date 
Sample Characteristics/ 
Setting 
Methodology 
Independent 
variable(s) 
 
Outcomes being investigated 
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measurement 
Results  Limitations 
with two reviewers and experts in the 
field identifying the studies; four 
independent reviewers then determined 
eligibility to include the studies in the 
systematic review via a consensus 
discussion.  Data were collected using a 
standardized tool, the Cumulative 
Complexity Model (CuCoM), a 
framework developed by the 
researchers and being tested for validity 
as part of this analysis. Two reviewers 
rated interventions to determine the 
impact of each intervention on the 
patient’s workload and ability to 
perform self-care on a scale of 1 to 7, 
and agreement for each variable was 
assessed.  Bias was assessed in terms of 
randomization, blinding and 
publication bias; Egger’s test was 
significant for publication bias 
(p=0.002) in some smaller studies, and 
thus random effects were considered in 
the methodology.   The methodology 
for data synthesis was extremely 
rigorous. An estimated pooled risk ratio 
(RR) using a random-effects meta-
analysis with a 95% confidence interval 
(CI) was used.  Characteristics of 
patients, interventions and outcomes 
were each identified and tested as 
subgroups, one variable at a time; there 
was not interaction between the results 
and the characteristics of patients or 
outcomes.  A meta-regression of a 
comprehensive support variable was 
scored for four interventions and 
categorized. In the meta-analysis, there 
was some discrepancy in how 
to perform self-care. Relative 
risk of unplanned or all-cause 
readmissions within 30-days of 
hospital discharge. Efficacy of 
interventions to reduce 30-day 
readmissions. A Cumulative 
Complexity Model (CuCoM) 
framework attempted to 
quantify workload and capacity 
of the treatment burden in 
relation to the patient context 
for various interventions. 
Subgroup analysis tested single 
variables individually. Meta-
regression post-hoc was used to 
determine if discharge 
interventions resulted in 
adequate patient and caregiver 
support.  
group (CG), (RR 0.88, 95% CI, 0.80-
0.97); p=0.04.  Discharge planning 
interventions with at least five 
components demonstrated 
improvements in 30-day readmission in 
the IG (RR 0.63, 95% CI, 0.53-0.76) as 
compared to the CG (RR 0.91, 95% CI, 
0.81-1.01); p<0.01.  Involvement of at 
least two persons in the care delivery 
demonstrated improved 30-day 
readmissions in the IG (RR 0.69, 95% 
CI, 0.57-0.84) compared to the CG (RR 
0.87, 95% CI, 0.77-0.98); p=0.05. 
These outcomes can be interpreted as 
inclusion of more caregivers in care 
delivery and supporting the capacity of 
the patient to perform self-care are each 
more effective than other interventions. 
Findings also included that more 
recently implemented interventions 
were less effective, and there is a shift 
toward more high-tech interventions in 
recent years. In general, most 
interventions contribute to lower 30-
day readmissions.  More recent studies 
(2002 or later) testing interventions to 
reduce 30-day readmissions 
demonstrated lower effectiveness than 
earlier studies prior to 2002 (studies 
from 2002 or later = RR 0.89, 95% CI, 
0.81-0.97; studies before 2002 = RR 
0.56, 95% CI, 0.40-0.79; p=0.01).   
patient; the CuCoM was not a 
validated tool and only used in 
this study. Many of the studies 
in this review were from single 
Academic Medical Centers and 
thus may not be generalizable. 
Publication bias from 
unpublished results may 
negatively affect the study 
reliability.  
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Outcomes being investigated 
and approach to 
measurement 
Results  Limitations 
readmissions were defined, such as by 
patients with readmission versus 
readmission numbers in total, so the 
five studies with number of 
readmission was excluded from the 
subgroup analysis for consistency.   
 
 
Rodakowski 
et al. (2017) 
15 studies included. Elderly 
(age 65 and older) patients 
with informal caregivers who 
are discharged from the 
hospital or skilled nursing 
facility to a community 
setting. Exclusion: Discharge 
planning that did not begin 
prior to discharge, patients not 
discharged to a community 
setting. Seven studies took 
place in the U.S., and eight 
were outside the U.S. 
Caregivers included family 
members and others.  
 
Search strategies yielded 10,715 
abstracts for review, and included 
MEDLINE, EMBASE, and the 
databases from the Cochrane Library 
from 1990 through April of 2016. The 
review was registered in PROSPERO 
(ID# 37374), an international registry 
for systematic reviews. Inclusion and 
exclusion criteria was clearly defined, 
notably exclusion criteria for discharge 
planning interventions which did not 
begin during hospitalization, and 
discharges to a non-community locale. 
Fifteen studies were selected, and were 
limited to those which reflected cost or 
resource outcomes. Independent 
reviews of the abstracts amongst three 
reviewers were performed for validity, 
followed by a team of two independent 
reviews to evaluate the quality of the 
full studies for inclusion; the Cochrane 
Collaboration Risk-of-Bias tool was 
utilized in this process. For meta-
analysis, the methodology was 
cognizant of study variability and 
inconsistencies, and a pooled random-
effects model was used to adjust for 
those. Publication bias was assessed 
using Eggers regression and Beggs 
rank test, and risk of publication bias 
Discharge 
planning with 
caregiver 
involvement prior 
to hospital 
discharge.  
Adequate detail to calculate 
readmission rates for 
intervention and control groups 
was found in 11 of the 15 
studies. Readmission post-
hospital discharge, length of 
time to re-hospitalization, 
length of stay for re-
hospitalization, cost of care 
post-discharge.  
Caregiver involvement in discharge 
planning resulted in 25% reduction in 
readmission at 90 days (RR 0.75, 95% 
CI 0.62-0.91), and 24% reduction at 
180 days (RR 0.76, 95% CI 0.64-0.90). 
Most studies reported decreased time to 
readmission, decreased length of stay 
for re-hospitalization and reduce costs 
post-hospital discharge for patients who 
had caregiver involvement.  
The calculation of readmission 
risk was complicated because 
some studies did not provide 
enough detail. Studies varied in 
how caregivers were used, and 
variation in healthcare 
providers’ interventions with 
caregivers. Patient-level data 
was not available to identify 
patient characteristics or sub-
groups where caregivers may 
be more effective. Studies used 
multi-modal interventions and 
which of those were more 
effective was difficult to 
determine in aggregate. Details 
about caregiver demographics 
and extent of participation was 
not consistently available. The 
number of patients who were 
discharged from the hospital as 
compared to those discharged 
from a SNF was not available. 
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was found to be low. The quality of the 
RCTs included were critiqued and 
limitations noted. 
 
 Level 1b-Systematic Review of Randomized and Non-Randomized Controlled Trials, Quasi-Experimental Studies, Before and After Studies, Prospective and Retrospective Cohort 
Studies, Case-Control Studies, and Analytical Cross-Sectional Studies 
Mabire et al. 
(2016) 
13 studies included 
Randomized and Non-
Randomized Controlled Trials, 
Quasi-Experimental Studies, 
Before and After Studies, 
Prospective and Retrospective 
Cohort Studies, Case-Control 
Studies, and Analytical Cross-
Sectional Studies.  Patients 
aged 65 years and older 
discharged from hospital to 
home from acute care and 
post-acute care rehabilitation. 
3964 participants, median age 
77 years. 
A search of 13 databases was 
conducted (including but not limited to 
PubMed, CINAHL, Embase Health 
Source, JBI Database of Systematic 
Reviews and Implementation Reports, 
Cochrane Library (including DARE 
and CCTR), Web of Knowledge, 
BioMed Central and Health Source 
Nursing/ Academic Edition). Two 
independent reviewers using the JBI-
MAStARI instrument assessed 
methodological validity; conflicts were 
resolved through a third reviewer. A 
comprehensive meta-analysis was not 
possible due to the wide range of study 
designs. Data were synthesized using 
pooled meta-analysis when possible 
and publication bias was assessed with 
Egger’s test. The GRADE approach 
was used to assess quality of the 
evidence. 
Six components 
of Transitional 
Care Model 
(Naylor as cited in 
Mabire, 2016): 
Early geriatric 
assessment, 
preparation for 
discharge, 
participation by 
patient or 
caregiver, care 
continuity, 
assessment on day 
of discharge, and 
follow-up post-
discharge. 
Functional ability, management 
of symptoms, adverse 
outcomes, unmet post-
discharge needs, disease 
coping, quality of life (QoL), 
patient satisfaction, 
readmissions, healthcare 
utilization. Meta-analysis 
performed for readmission, 
length of stay and QoL.  
Discharge planning by nursing did not 
significantly reduce readmission (OR 
0.73, 95% CI 0.53-1.01, P=0.06). There 
was some suggestion of random effects 
by smaller studies and publication bias 
which may have influenced results (p. 
224); after one other study was 
eliminated, results improved (OR 0.68, 
95% CI, 0.48-0.94, P= 0.02) to suggest 
discharge planning did reduce 30-day 
readmissions.  Score for length of stay 
(LOS) overall was significant 
(weighted mean difference 0.29, P= 
0.01) implying that discharge planning 
increased LOS. QoL was not impacted 
by discharge planning (mental OR 
0.37, P=0.19; physical OR 0.47, 
P=0.15.) 
Because of the wide range of 
study types and outcome 
measures, meta-analysis of all 
studies could not be done.   
 Level 1c- Randomized Controlled Trials 
Altfeld et al. 
(2013) 
Patient age 65 and older, 
inpatient hospital discharge 
between June 2009- January 
2010, large urban Chicago-
based Academic Medical 
Center (n= 906 patients 
randomized, after allocation = 
360 in intervention group, 380 
in control group). Patients had 
to be discharged on at least 7 
Patients were randomly assigned to the 
intervention group (IG, i.e., those who 
received the Enhanced Discharge 
Planning Program, EDPP) or the 
control group (CG) at the time of 
discharge. All patients in both the IG 
and CG received a phone call 30-days 
post-discharge, but the CG received no 
contact from hospital personnel until 
that time post-discharge. The study 
Social worker 
provided, 
telephone-based 
Enhanced 
Discharge 
Planning Program 
(EDPP) 
intervention, 
inclusive of 
biopsychosocial 
Post discharge complications 
including patient and caregiver 
stress and hospital readmission.                                                  
Follow-up survey 30-60 days 
post discharge for patient and 
caregiver stress and health care 
utilization. Medicare and 
Medicaid claims data, patient 
self-report, medical record 
information for readmissions 
The EDPP intervention took an average 
of 5.8 (SD= 11.3) days duration, and an 
average of 5.4 (SD= 6.3) contacts with 
a patient or caregiver. Between group 
analysis revealed that IDPN coping 
with diagnosis and treatment was the 
only significant difference between 
groups, higher in the IG as compared to 
the CG (8.6% compared to 4.4%, p= 
0.024). Whereas only 26.7% of IG 
Absence of information 
regarding how use of proxy 
(i.e., caregiver) respondents 
impacted outcomes (or not).  
Researchers did not delineate 
patient versus caregiver 
responses.  
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medications and fit 1 of 6 
other inclusion criteria. 
including living alone, having 
no post-discharge support 
system, being at high risk of 
falling, was readmitted to the 
hospital within the past 12 
months previous to the current 
admission, no social support, 
and is identified to have a 
care-complicating in-depth 
psycho-social need (IDPN) (p. 
432).  Excluded were patients 
who were non-English 
speaking discharged from a 
SNF or other care facility, or 
who were receiving another 
intervention focused on 
transitional care. 
included a power analysis required 360 
patients per group, to identify a 
difference in readmission rates of 40%, 
using 80% power and α = 0.05. 
Extensive review of numbers of 
participants and attrition or mortality 
was presented. Follow-up phone 
surveys at 30-days post-discharge were 
conducted. After collecting 
demographic and baseline patient data, 
statistical analysis was done using Chi-
square for between-group differences 
on categorical variables, and t-tests for 
between group differences on 
continuous variables, assuming normal 
distribution. Logistic regression was 
run to determine whether there is an 
association of each outcome with the 
EDPP intervention, controlling for the 
independent variables.  
 
assessment and 
plan to address 
and identify 
transitional care 
needs, including 
telephone call 
after 2 days and a 
follow-up survey 
30-days post 
discharge. Social 
worker 
intervention for 
home needs 
commenced in-
between. 
was reviewed. After controlling 
for the independent variables, 
binary logistic regression was 
used to determine if EDPP 
enrollment was associated with 
each outcome.  Patient 
problems and issues were 
generated according to 
frequency for the intervention 
group. SAS version 9.2, p< 
0.05 significance level setting. 
Multivariate logistic regression  
was similar. 
patients were identified to have an 
IDPN during hospitalization, 83.3% of 
the IG were identified to have an IDPN 
post-hospitalization (p. 436), indicating 
issues often arise post-discharge. Issues 
such as self-management and care plan 
compliance, including diet, wound care 
and tracking of care tasks, were 
identified by 45.8% of patients in the 
IG (pp. 436-437). Caregiver burden 
was an issue for 34.4% of the IG (p. 
437).  Home health emerged as an issue 
for 51.4% of patients assigned to 
receive it, with 20% of patients 
experiencing a delay in services (p. 
437). A comparison of the IG to the CG 
at 30-days post-discharge revealed no 
differences in patient or caregiver 
stress, or self-assessment of pain or 
health (p. 437) between groups. 
Significant differences were noted for 
physician follow-up and 
communication; 90.3% of the IG spoke 
with physicians compared to 81.9% of 
the CG (p=0.002); 92.5% of the IG 
scheduled appointments for follow-up 
as compared to 81.4% of the CG 
(p<0.001), and 74.9% of the IG kept 
the appointments as compared to 57.4% 
of the CG (p<0.001).  There was no 
difference in 30-day re-hospitalization 
between groups (p=0.69), nor in 
mortality (p= 0.282). Significant 
differences were identified in the IG for 
making and keeping follow-up 
appointments than in the CG (OR 2.70 
and 2.09 respectively) (p. 438). 
Problems identified during EDPP call 
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post-discharge by MSW= 83.3% 
compared to 26.7% on hospital 
discharge (i.e., unanticipated needs 
often arose after discharge from the 
hospital). Problem in self-management 
= 45.8%. Significant caregiver burden 
= 34.4%.  
Lainscak et 
al. (2013) 
Patients (n= 253) hospitalized 
for acute exacerbation of 
COPD, median age 71 (+/- 9 
years), 72% male, 87% COLD 
stage III/IV, between 
November 2009 to December 
2011, from a specialty 
pulmonary hospital. Excluded 
were unstable or terminal 
disease patients.  
Patients were randomly assigned to a 
discharge coordinator within 48 hours 
of admission using Random Allocation 
Software by an independent person not 
involved in the study. Inclusion and 
exclusion criteria, primarily based on 
COPD intensity and comorbidities were 
clearly defined. Demographics and 
QoL information was collected on all 
patients, and both the IG and CG were 
followed for 180-days post-discharge, 
including use of health care and 
mortality at the 30-day and 90-day 
marks (p. 450.e2). Power analysis of 
80% (α= 0.05) to identify a decrease in 
re-hospitalization from 40% to 25% 
was calculated, resulting in a projected 
sample size of 306 patients; challenges 
with recruitment, enrollment and 
attrition were described in detail and 
ideal sample size was unable to be 
reached without adding considerable 
time to the study.  The intention-to-
treat principle was used to determine 
the end-point of the study for the IG 
while ignoring the CG. The Cox 
proportionate hazard model for a 
multivariate analysis reported hazard 
ratios (HRs) and confidence intervals 
(CIs).  Differences between variables 
were calculated using the t-test, Chi 
Assessment of 
patient situation 
and needs for 
homecare. Main 
aim was 
involvement of 
patient and 
caregivers in the 
process of 
discharge 
planning. 
In patients with COPD, does 
coordinated hospital discharge 
interventions result in reduced 
re-hospitalization? 48h post-
discharge telephone call and 
final assessment via home visit 
7-10 days post-discharge, with 
discharge coordinator 
intervention with care team in-
between (or at 30 and 90 days 
post discharge for direct patient 
contact). For 180 days post-
discharge, patients were 
followed up with directly or by 
phone. 
The IG had lower risk or COPD re-
hospitalization (HR 0.43, 95% CI, 
0.24-0.77, p=0.002), lower risk of re-
hospitalization of all-cause (HR 0.64, 
95% CI, 0.42-0.98, p= 0.039), but no 
difference in mortality risk (HR 0.54, 
95% CI, 0.23-1.28, p=0.164) (p. 
450.e3).  During the 180 days, 23% 
(59/ 253) patients were re-hospitalized 
for COPD, with 14% (17/118) from the 
intervention group and 31% (42/ 135) 
from the control group (P= 0.002). If 
the COPD re-hospitalization rate was 
calculated by patient-year, this would 
be 0.29 for the intervention group, and 
0.68 for the control group P=0.001). 
For all-cause hospitalization, the 
intervention group had better 
readmission rates than the control 
group (31% as compared to 44%, 
P=0.033). This demonstrates significant 
decrease in COPD hospitalizations as 
well as all-cause hospitalizations in the 
IG.  
 
Although the study design 
involved a patient’s caregiver 
in the discharge coordinator 
intervention, this was not 
specifically measured as a 
specific intervention. In 
addition, study recruitment 
happened up to 12 months after 
hospitalization for COPD, and 
the risk of re-hospitalization is 
greatest in 3-6-months post-
hospitalization for these 
patients (Lopez as cited in 
Lainscak, 2013), so some 
eligible patients may have been 
missed. Results may not be 
generalizable due to a single-
setting study. 
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squared, Mann-Whitney U test, and 
paired t-test.   
Li et al. 
(2012) 
Patients were aged 65 and 
older, admitted within the past 
24-48 hours, hospitalized for 
four or more days, but was 
excluded if on hospice, 
dementia diagnosis, or was 
from long term care.  Family 
caregivers (FCGs, n=376 after 
attrition) age 21 or older, with 
a hospitalized relative age 65 
or older within the past 24-48 
hours, related to the patient as 
a blood relative or significant 
other, identified as the primary 
caregiver, spoke/ read English, 
lived within 1 hour of the 
hospital.  Exclusions: Paid 
FCGs, FCGs who could not 
complete questionnaire due to 
mental/ physical disabilities. 
Patients included were 
expected to have a 4-day 
length of stay or greater; 
excluded if they were in the 
Creating Avenues for Relative 
Empowerment (CARE) Pilot 
group, were admitted from 
long term care, had dementia, 
or received hospice care 
The CARE Program involved two 10-
minute educational programs (tapes), 
and a contract regarding FCG 
preference for care activities to 
perform. Random assignment occurred 
of FCG-elderly patient dyads, 89% 
from orthopedic and surgical units, and 
11% from medical units in an urban 
medical center setting. Nurses were 
blind to study participants.  Power 
analysis of 80%, α= 0.05 to test 
whether FCG involvement improves 
outcomes and whether spouse versus 
non-spouse relationships make a 
difference, requiring a sample size of 
280 (with 70 spouse FCG plus 70 non-
spouse FCGs in each group), factoring 
in 25% attrition. Research assistants 
were RNs trained in the study 
interventions. Several instruments 
tested for reliability and validity were 
used in the study. FCG functional 
coping, FCG role outcomes, patient 
outcomes, FCG beliefs, and 
demographic variables were measured, 
and a chart review was performed. 
Longitudinal statistics using an 
intention-to-treat principle, and missing 
data imputation addressed.  
 
Patients and FCGs 
in the CARE 
Group were given 
two sessions of 
empowerment 
education 1-2 
days post-
admission and 1-3 
days prior to 
discharge. 
Follow-up 
occurred at 2-
weeks and 2-
months post-
discharge. 
Empowerment 
intervention 
included FCG 
involvement in 
activities they 
would be involved 
in related to 
identified patient 
problems, with 
completion of a 
family preference 
contract. 
Education and 
inform 
intervention 
included two 10-
minute audio-
recorded 
educational 
sessions and print 
materials on elder 
FCGs would report greater 
positivity regarding the elderly 
family member’s course of 
hospitalization and their role as 
a participant; better emotional 
outcomes; better participation; 
better role outcomes. Elderly 
patients with a FCG would 
report better outcomes 
including fewer episodes of 
dysfunction; reduced length of 
stays; less readmissions; fewer 
symptoms of depression; better 
cognition; less decline in 
function; more closeness in 
relationships with FCGs. Type 
of FCG relationship studied as 
a moderating effect on CARE 
intervention on outcomes for 
FCG and patient. FCG and 
elder outcomes were measured 
using validated instruments 
such as  State-Trait Anxiety 
Inventory, Family Worry Scale, 
Depression Scale, Family Care 
Actions Index, Family 
Participation Scale, Family 
Preparedness Scale, Family 
Role Adaptation Scale, Family 
Role Rewards Scale, Strain 
From Lack of Resources Global 
Strain Scale, Mutuality Scale, 
Functional Status Scale, 
Depression Scale, Cognitive 
Status Scale, Mental Status 
Questionnaire, Family 
No statistically significant difference 
between CARE group and control 
group on FCG measures of emotional 
coping; FCGs in the CARE group 
reported less role strain than the control 
group; FCG and patient mutuality 
demonstrated no significant difference 
between the CARE group and control 
group. Patient outcomes demonstrated 
no significant difference between the 
CARE group and the control group, 
including 30-day readmissions. Non-
spouse FCGs benefitted more from the 
FCG interventions than spouse FCGs.  
Rigorous methods were used 
but some of the data relied on 
chart reviews and FCG self-
reports and perceptions.    
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Author/ 
Date 
Sample Characteristics/ 
Setting 
Methodology 
Independent 
variable(s) 
 
Outcomes being investigated 
and approach to 
measurement 
Results  Limitations 
patients’ response 
to hospitalization. 
Caregiver Belief Scale, Family 
Preference Index.  FCG self-
reported for time at bedside and 
other information, and chart 
reviews were also conducted.   
 
 Level 3c- Observational- Analytic Design: Cohort Study with Control Group 
Metersky et 
al (2012) 
Male veterans aged 65 and 
older hospitalized for 
pneumonia between 2002-
2007 (n= 48,635).  Inclusion: 
Patients who had a diagnosis 
of pneumonia and primary 
diagnosis of respiratory failure 
or sepsis, had at least one VA 
clinic visit in the preceding 
year to hospitalization, had 
received at least one 
medication from the outpatient 
VA pharmacy, received 
antibiotics within 48 hours of 
admission.  Subjects were 
excluded if they were admitted 
to a SNF or if they had health-
care acquired pneumonia; if 
admitted more than once 
during this time, only the first 
admission was included (p. 
983).  
Information was extracted 
electronically from the VA databases, 
to include demographic data and 
comorbidities. The primary outcome 
was mortality, and re-hospitalization 
within 90 days for any cause was 
measured.  Chi square test was used to 
analyze categorical variables, and t-test 
used to analyze continuous variables. 
Using the admitting hospital (of which 
there were many from the VA system) 
as a random effect, linear mixed-effects 
models analyzed the relationship 
between marital status and each 
outcome. 
Marital status. 
(54.6% were 
married upon 
hospital 
admission.) 
Mortality, hospital length of 
stay, hospital readmission for 
any cause.   
Method: Retrospective chart review. 
Married men scored higher on Charlson 
comorbidity score (3.0 versus 2.8, P< 
0.0001). Married men required ICU 
admission, ventilator support, 
vasopressor treatment during the first 
48 hours in the hospital as compared to 
unmarried men. Married men had lower 
in-hospital mortality as compared to 
unmarried men (9.4% versus 10.6%, P< 
0.0001), and lower mortality 90-days 
post-hospital discharge (14.7% versus 
16.0%, P<0.0001). Length of stay was 
lower for married men, but 90-day 
readmission was almost identical for 
both married and unmarried men 
(26.3% versus 26.5%, P=0.760). 
Adjusted risk of in-hospital mortality, 
mortality within 90-days of discharge, 
and length of stay was all lower for 
married than unmarried men (OR 0.87, 
95% CI, 0.81-0.93; OR 0.92, 95% CI, 
0.88-0.98; OR 0.92, 95% CI, 0.91-0.92 
respectively), however 90-day adjusted 
risk of readmission was no different 
between married and unmarried 
veterans (p. 984). Researchers 
postulated that married men may seek 
treatment sooner than unmarried men 
due to spousal influence.  
Marital status was associated 
with less substance abuse and 
higher socioeconomic status.  
Study had to rely on 
administrative data rather than 
chart reviews for 30-day 
mortality and 30-day 
readmission data due to limited 
resources. Limited to VA 
population, may not be 
generalizable. Study only 
included men, so not 
generalizable to women. There 
may have been unmeasured 
confounders which may have 
influenced study results.  
 Level 3e- Observational- Analytic Design: Observational Study without a Control Group 
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Author/ 
Date 
Sample Characteristics/ 
Setting 
Methodology 
Independent 
variable(s) 
 
Outcomes being investigated 
and approach to 
measurement 
Results  Limitations 
Mudge et al. 
(2013) 
Hospitalized medical 
inpatients age 50 years and 
older with a prior 
hospitalization within 6 
months (n=164). Study 
conducted in a large 
metropolitan teaching hospital 
in Australia, between January 
and June 2010. Demographics 
described patients with a mean 
age of 74 high co-morbidity 
scores, many medications, 
20% from senior residential 
care, and 37% living alone at 
home. 
Patients were identified from a state-
wide admission database, which 
included the number of days since prior 
admission. Paper charts of 164 subjects 
were reviewed which comprised 209 
discharges alive during the prior 12 
months. Descriptive statistics were 
calculated for demographics and other 
defined measures, and Chi-square tests 
were performed to determine bi-variate 
associations between discharge 
processes and readmissions; the 
number of discharge processes 
completed and readmissions was also 
explored.   
Charlson 
comorbidity index 
(not adjusted for 
age), admitting 
unit, 
hospitalizations 
within prior 12 
months, number 
of medications 
patient had on 
discharge, living 
situation, and 
community 
support at time of 
discharge.      
Timely communication with 
providers, discharge medication 
reconciliation, timely outpatient 
scheduling for post-hospital 
visits, patient/caregiver 
education including 
information about warning 
signs and symptoms to watch 
for and reasons to call the 
provider post-discharge. Paper-
based chart reviews, with some 
electronic discharge summaries.  
Within the prior 6 months, 54% were 
hospitalized once, 23% twice, and 23% 
three or more times. Mean age 74 
years, with high levels of comorbidity 
amongst participants. 37% lived alone 
in the community. Only 33% of 
discharged patients from the hospital 
had documentation of information 
provided to patients and/ or caregivers, 
including warning signs to watch for. 
For outpatient post-hospital visits, 44% 
of patients had documentation of 
education regarding self-care provider 
to the patient and/ or caregiver, with 
warning symptoms to look for in 20%. 
30-day readmissions were noted in 
23% of patients, and 58% had 
readmissions within 6 months. None of 
the quality processes were significantly 
associated with 30-day or 6-month 
readmissions; a “u-shaped” distribution 
relationship was noted between the 
number of quality process completed 
and the number of readmissions at 30-
days and 6-months, that even when all 
the quality processes are completed, 
readmissions were not reduced. 
Though reference was made to 
patient and/ or caregiver 
education, there was not 
specific measure of the patient, 
versus the caregiver, or both 
having received education, so 
caregiver influence is unable to 
be determined. Review of paper 
and electronic documentation 
was assessed by the researcher 
to possibly not have captured 
all patient/ caregiver 
interactions accurately, but the 
quality of those documents was 
beyond the scope of the study. 
 Level 4c- Observational – Descriptive Studies: Case Series 
Rustad et al. 
(2016) 
13 next-of-kin (NoK) for 
elderly (80 years or older) 
patients discharged from the 
hospital to municipal care 
settings in Norway. Inclusion: 
NoK with regular contact with 
elderly relative, speaks 
Norwegian.  Patients’ NoK 
were identified prior to 
discharge; in addition to 
NoK were contacted by phone within 
one-to-two weeks post-hospital 
discharge; semi-structured interviews 
were then conducted either by phone or 
a mutually-chosen location, and 
recorded. After transcribing the 
interviews, two authors analyzed the 
contents for common subthemes and 
meanings, which included the aim of 
NoK to satisfy need for information for 
Not applicable  Experiences and understanding 
of NoK during care transitions 
for elderly relatives. Semi-
structured interviews. 
Convenience sample.  
Method: Interviews with NoK. Main 
theme/ subthemes: “Next-of-kin 
balance multiple tasks during older 
relatives’ care transitions” and “Next-
of-kin strive to fulfill informational 
needs during care transition” and 
“Next-of-kin take responsibility for the 
older relative during care transition” 
(Rustad, et al., 2016). 
Interpretation from Norwegian 
to English. 
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Author/ 
Date 
Sample Characteristics/ 
Setting 
Methodology 
Independent 
variable(s) 
 
Outcomes being investigated 
and approach to 
measurement 
Results  Limitations 
patient characteristics, 
inclusion criteria for NoK 
were Norwegian-speaking and 
regular patient contact. NoK 
were comprised of seven 
daughters, four sons, and two 
wives, ranging from 47 years 
to greater than 80 years of age; 
only wives resided with the 
patient post-discharge. 
their elderly relative during post-
hospital transition, and the NoK’s 
assumption of responsibility for the 
elderly relative post-hospitalization; the 
authors then categorized the content 
into a main theme of balancing many 
tasks during the care transition of their 
elderly relative.  
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Appendix C: A Comparison of the New York and Pennsylvania State CARE Acts 
 
 New York- Act 9816 Pennsylvania - Act 20 Gaps 
Definition of 
Hospital 
Any "hospital" as defined in section twenty-eight 
hundred one of this chapter.  1. “Hospital” means a 
facility or institution engaged principally in providing 
services by or under the supervision of a physician or, in 
the case of a dental clinic or dental dispensary, of a 
dentist, or, in the case of a midwifery birth center, of a 
midwife, for the prevention, diagnosis or treatment of 
human disease, pain, injury, deformity or physical 
condition, including, but not limited to, a general 
hospital, public health center, diagnostic center, treatment 
center, dental clinic, dental dispensary, rehabilitation 
center other than a facility used solely for vocational 
rehabilitation, nursing home, tuberculosis hospital, 
chronic disease hospital, maternity hospital, midwifery 
birth center, lying-in-asylum, out-patient department, out-
patient lodge, dispensary and a laboratory or central 
service facility serving one or more such institutions, but 
the term hospital shall not include an institution, 
sanitarium or other facility engaged principally in 
providing services for the prevention, diagnosis or 
treatment of mental disability and which is subject to the 
powers of visitation, examination, inspection and 
investigation of the department of mental hygiene except 
for those distinct parts of such a facility which provide 
hospital service.  The provisions of this article shall not 
apply to a facility or institution engaged principally in 
providing services by or under the supervision of the 
bona fide members and adherents of a recognized 
religious organization whose teachings include reliance 
on spiritual means through prayer alone for healing in the 
practice of the religion of such organization and where 
services are provided in accordance with those teachings. 
(New York Consolidated Laws, Public Health Law 
§2801) 
 
A general acute care hospital as defined and 
licensed under Title 28 of the Pennsylvania Code 
(relating to health and safety). 
General hospital—A hospital equipped and staffed 
for the treatment of medical or surgical conditions, 
or both, in the acute or chronic stages, on an 
inpatient basis of 24 or more hours. (Title 28 § 
101.4) 
 
NY Law more inclusive than 
PA Law regarding the term, 
“hospital” 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
Definition of 
After-Care 
Assistance 
Any assistance provided by a caregiver to a 
patient under this article after the patient's discharge from 
a hospital. Such assistance shall include, but is not 
limited to, assisting with basic activities of daily living 
(ADLs), instrumental activities of daily living (IADLs) or 
carrying out medical/nursing tasks, such as managing 
wound care, assisting in administering medications, and 
operating medical equipment. 
 
Any assistance provided by a lay caregiver to a 
patient following the patient's discharge from a 
hospital and that is related to the patient's condition 
at the time of discharge, including, but not limited 
to, assisting with basic activities of daily living, 
instrumental activities of daily living and any other 
tasks as determined to be appropriate by the 
discharging physician or other health care 
professional licensed pursuant to 28 Pa. Code Ch. 
105 (relating to admission and discharge). 
 
PA Law specifies care 
related to the patient’s 
condition at discharge- NY 
Law is broader in scope 
Definition of 
Caregiver 
Any individual duly identified as a caregiver by a patient 
under this article who provides after-care assistance to a 
patient living in his or her residence. An identified 
caregiver shall include, but is not limited to, a relative, 
partner, friend, or neighbor who has a significant 
relationship with the patient. 
 
"Lay caregiver."  An individual with a significant 
relationship to a patient and who: 
(1)  is designated and accepts the role as a lay 
caregiver by the patient pursuant to this act; and 
(2)  provides after-care assistance to the patient 
living in the patient's residence. 
 
NY uses the term, 
“Caregiver” while PA uses 
“Lay Caregiver”.   
Definition of 
Discharge 
A patient's exit or release from a hospital to the patient's 
residence following any medical care, treatment, or 
observation. 
 
A patient's exit or release from a hospital to the 
patient's residence following medical care or 
treatment rendered to the patient following an 
inpatient admission. 
 
NY State states any 
hospitalized patient; PA 
states inpatient admission 
Definition of 
Entry 
A patient's entrance into a hospital for the 
purposes of medical care, treatment, or observation. A 
patient need not 
be formally admitted to a hospital for the provisions of 
this article to apply. 
 
A patient's admission into a hospital for the 
purposes of receiving inpatient medical care. 
 
NY State states any 
hospitalization; PA states 
inpatient admission 
Definition of 
Residence 
A dwelling that the patient considers to be his or her 
home. A "residence" for the purposes of this article shall 
not   include any rehabilitation facility, hospital, nursing 
home, assisted living facility, group home or other 
residential health car  
facility as defined in section twenty-eight hundred one of 
this chapter or any inpatient facility regulated by the 
office of mental health. 
 
The dwelling that a patient considers to be the 
patient's home. The term includes the residence of a 
patient's designated lay caregiver. The term shall 
not include a rehabilitation facility, hospital, nursing 
home, personal care home, assisted living facility or 
group home licensed by the Department of Health. 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
Caregiver, 
opportunity to 
identify 
1.  A hospital shall provide each patient or, if applicable, 
the patient's legal guardian with at least one opportunity 
to identify at least one caregiver under this article no later 
than twenty-four hours following the patient's entry into a 
hospital and prior to the patient's entry into a hospital and 
prior to the patient's discharge or transfer to another 
facility. 
 
(a)  General rule. --A hospital shall provide each 
patient or, if applicable, the patient's legal guardian 
an opportunity to designate at least one lay 
caregiver following the patient's entry into a 
hospital and prior to the patient's discharge to the 
residence. The hospital shall promptly document the 
request in the patient's medical record. 
 
PA Law states the Caregiver 
must be documented in the 
patient record. 
If the patient is 
unconscious 
(a) In the event that the patient is unconscious or 
otherwise incapacitated upon his or her entry into a 
hospital, the hospital shall provide such patient or his/her 
legal guardian with an opportunity to identify a caregiver 
within twenty-four hours following the patient's recovery 
of his or her consciousness or capacity. 
 
(b)  Unconscious and incapacitated patients. --In the 
event that the patient is unconscious or otherwise 
incapacitated upon entry into a hospital, the hospital 
shall provide the patient or the patient's legal 
guardian with an opportunity to designate a lay 
caregiver as soon as possible following the patient's 
recovery of consciousness or capacity. The hospital 
shall promptly document the designation in the 
patient's medical records. 
 
NY states opportunity to 
name Caregiver must be 
within 24h or regaining 
consciousness; PA states 
asap 
Declining to 
identify a 
caregiver 
(b) In the event that the patient or the patient's legal 
guardian 
declines to identify a caregiver under this article, the 
hospital shall 
promptly document this in the patient's medical record. 
 
(c) Declining of designation. --If the patient or the 
patient's legal guardian declines to designate a lay 
caregiver pursuant to this act, the hospital shall 
promptly document the decision in the patient's 
medical record. 
 
 
Consent to 
release PHI to 
Caregiver 
c) In the event that the patient or the patient's legal 
guardian identifies an individual as a caregiver under this 
article: 
(i) The hospital shall promptly request the written 
consent of the patient or the patient's legal guardian to 
release medical information to the patient's identified 
caregiver following the hospital's established procedures 
for releasing personal health information and in 
compliance with all federal and state laws. 
 
(1)  The hospital shall promptly request the written 
consent of the patient or the patient's legal guardian 
to release medical information to the patient's 
designated lay caregiver following the hospital's 
established procedures for releasing personal health 
information and in compliance with all Federal and 
State laws, including the Health Insurance 
Portability and Accountability Act of 1996 (Public 
Law 104-191, 110 Stat. 1936). 
 
 
Declines 
consent to 
release PHI to 
Caregiver 
(ii)  If the patient or the patient's legal guardian declines 
to consent to release medical information to the patient's 
identified caregiver, the hospital is not required to 
provide notice to the caregiver 
(2)  If the patient or the patient's legal guardian 
declines to consent to release medical information 
to the patient's designated lay caregiver, the hospital 
is not required to provide notice to the lay caregiver 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
under section twenty-nine hundred ninety-four-kk of this 
article or provided information contained in the patient's 
discharge plan under section twenty-nine hundred ninety-
four-ll of this article. 
 
or provide medical information contained in the 
patient's discharge plan. 
 
Documentation 
record of 
Caregiver 
(iii)  The hospital shall record the patient's identification 
of caregiver, the relationship of the identified caregiver to 
the patient, and the name, telephone number, and address 
of the patient's identified caregiver in the patient's 
medical record. 
 
(3)  The hospital shall record the patient's 
designation of a lay caregiver, the relationship of 
the designated lay caregiver to the patient and the 
name, telephone number and address of the patient's 
designated lay caregiver in the patient's medical 
record. 
 
 
Change of 
Caregiver 
(d) A patient may elect to change his or her identified 
caregiver at any time, and the hospital must record this 
change in the patient's medical record within twenty-four 
hours. 
 
(e)  Change of lay caregiver. --A patient or the 
patient's legal guardian may elect to change the 
patient's lay caregiver at any time, and the hospital 
shall record the change in the patient's medical 
record prior to the patient's discharge. 
 
NY states change must be 
recorded within 24h; PA 
states change must be 
recorded prior to discharge. 
Verification of 
Caregiver 
choice 
e) Prior to notifying the patient's caregiver of the patient's 
discharge or transfer to another hospital or facility as 
required under section twenty-nine hundred ninety-four-
kk of this article, the hospital shall ask the patient to 
verify the patient's caregiver choice and provide the 
patient the opportunity to change his or her identified 
caregiver. 
 
N/A NY requires patient 
identifying Caregiver prior to 
discharge and the patient 
being provided the 
opportunity to change the 
designee. 
Caregiver 
obligation 
2. An identification of a caregiver by a patient or a 
patient's legal 
guardian under this section does not obligate any 
individual to perform any after-care tasks for any patient. 
 
(g)  After-care assistance. --A designation of a lay 
caregiver by a patient or a patient's legal guardian 
does not obligate the designated individual to 
perform any after-care assistance for the patient. 
 
 
Patient 
requirement to 
name a 
Caregiver 
3. This section shall not be construed to require a patient 
or a patient's legal guardian to identify any individual as a 
caregiver as defined by this article. 
 
(f)  Construction. --This section shall not be 
construed to require a patient or patient's legal 
guardian to designate a lay caregiver. 
 
 
Notice to 
identified 
caregiver. 
§ 2994-kk. A hospital shall notify the patient's identified 
caregiver of the patient's discharge or transfer to another 
hospital or facility licensed by the department or the 
(a)  Duty to hospital. --A hospital shall notify a 
patient's designated lay caregiver of any discharge 
order for the patient, the patient's actual discharge or 
PA requires documentation 
of notice of discharge to the 
Caregiver. 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
office of mental health as soon as the date and time of 
discharge or transfer can be anticipated prior to the 
patient's actual discharge or transfer to 
such facility. 
 
the patient's transfer to another facility as soon as 
possible. 
(b)  Documentation. --The hospital shall promptly 
document the notification in the patient's medical 
record. 
 
Instruction to 
identified 
caregiver.   
§ 2994-ll.  
1. As soon as possible and not later than twenty-four 
hours prior to a patient's discharge from a hospital, the 
hospital shall consult with the identified caregiver along 
with the patient regarding the caregiver's capabilities and 
limitations and issue a discharge plan that describes a 
patient's after-care needs at his or her residence.   
b)  Instructions for lay caregivers. -- 
(1)  The hospital issuing the discharge plan shall 
provide lay caregivers with instructions in all after-
care tasks described in the discharge plan. Training 
and instructions for lay caregivers may be 
conducted in person or through video technology at 
the discretion of the lay caregiver. Any training or 
instructions provided to a lay caregiver shall be 
provided in nontechnical language, to the extent 
possible. 
(2)  At minimum, such instruction shall include: 
(i)  A live or recorded demonstration of the tasks 
performed by an individual designated by the 
hospital who is authorized to perform the task and is 
able to perform the demonstration in a culturally 
competent manner and in accordance with the 
hospital's requirements to provide language access 
services under Federal and State law. 
(ii)  An opportunity for the lay caregiver and patient 
to ask questions about the after-care assistance task. 
(iii)  Answers to the lay caregiver's questions 
provided in a culturally competent manner and in 
accordance with the hospital's requirements to 
provide language access services under Federal and 
State law. 
 
PA Law is more detailed 
about requirements for the 
DC plan than is NY Law 
Discharge Plan 
to Caregiver 
At minimum, a discharge plan 
shall include: 
(a) the name and contact information of the caregiver 
identified under 
this article; 
(b) a description of all after-care tasks necessary to 
maintain the 
Section 5.  Hospital discharge 
plan. 
(a)  Duty to issue. -- 
(1)  As soon as possible prior to a patient's 
discharge from a hospital to the residence, the 
hospital shall consult with the designated lay 
caregiver and issue a discharge plan that describes 
PA Law is more detailed 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
patient's ability to reside at home, taking into account the 
capabilities and limitations of the caregiver; and 
(c) contact information for any health care, community 
resources, and 
long-term services and supports necessary to successfully 
carry out the patient's discharge plan. 
 
 
the patient's after-care assistance needs at the 
residence. 
(2)  The consultation and issuance of a discharge 
plan shall occur on a schedule that takes into 
consideration the severity of the patient's condition, 
the setting in which care is to be delivered and the 
urgency of the need for lay caregiver services. 
3)  If the hospital is unable to contact the designated 
lay caregiver, the lack of contact shall not interfere 
with, delay or otherwise affect the medical care 
provided to the patient or an appropriate discharge 
of the patient. 
(4)  At a minimum, the discharge plan shall include: 
(i)  The name and contact information of the lay 
caregiver designated under this act. 
(ii)  A description of all after-care assistance tasks 
necessary to maintain the patient's ability to reside 
at home. 
(iii)  Contact information for any health care, 
community resources, long-term care services and 
support services necessary to successfully carry out 
the patient's discharge plan and contact information 
for a hospital employee who can respond to 
questions about the discharge plan after the 
instruction provided pursuant to subsection (b). 
 
Minor 
Children and 
Caregivers 
N/A  (h)  Minor children. --In the event that the patient is 
a minor child and the parents of the patient are 
divorced, the parent with legal custody of the 
patient shall have the authority to designate a lay 
caregiver. If the parents have shared legal custody 
of the patient, they shall jointly designate the lay 
caregiver. 
 
PA Law included minor 
children; NY Law does not 
specify 
Advance 
Directives and 
Caregivers 
N/A a)  General rule. --A patient may designate a lay 
caregiver in an advanced directive. 
(b)  Construction. --Nothing in this act shall be 
construed to interfere with the rights of an agent 
operating under a valid advanced directive pursuant 
PA Law includes Caregivers 
in Advance Directives; NY 
Law does not specify 
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 New York- Act 9816 Pennsylvania - Act 20 Gaps 
to the provisions under 20 Pa.C.S. Ch. 54 (relating 
to health care). 
 
Private Rights 
of Action 
N/A a)  General rule. --A hospital, a hospital employee 
or any consultants or contractors with whom a 
hospital has a contractual relationship shall not be 
held liable, in any way, for the services rendered or 
not rendered by the lay caregiver to the patient at 
the residence. 
(b)  Construction. --Nothing in this act shall be 
construed to create a private right of action against a 
hospital, a hospital employee or any consultants or 
contractors with whom a hospital has a contractual 
relationship or require any commercial health 
insurance policy or government program to provide 
reimbursement for after-care assistance provided by 
a lay caregiver. 
 
PA Law does not hold 
hospitals liable for care not 
rendered by a Lay Caregiver; 
NY Law does not specify 
Delay in 
Discharge 
N/A Nothing in this act shall be construed to delay the 
discharge of a patient or the transfer of a patient 
from a hospital to another facility. 
 
PA Law state delays in 
reaching the Caregiver 
should not delay the 
discharge. 
Legislative 
Budget and 
Finance 
Committee 
Study 
N/A a)  Duty to conduct. --No later than three years after 
the effective date of this section, the Legislative 
Budget and Finance Committee shall conduct a 
study regarding the impact of this act on certain 
patient outcomes, including, but not limited to, 
hospital readmissions. 
(b)  Input to be solicited. --In conducting the study, 
the Legislative Budget and Finance Committee shall 
solicit input from patients, lay caregivers, 
physicians, nurses, other health care professionals, 
hospitals and other health care facilities. 
(c)  Deadline to submit findings. --The Legislative 
Budget and Finance Committee shall submit its 
findings to the General Assembly no later than five 
years after the effective date of this section. 
 
PA is conducting a study of 
the CARE Act; NY Law 
does not specify. 
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Effective Date May 23, 2014 April 20, 2017 NY Lay in effect almost 3 
years earlier than in PA 
Source New York State Assembly (2014). CARE (Caregiver 
advise, record and enable)- enactment: Act of May 23. 
2014, N.Y.L. 9816, Article 29. Author. Retrieved from 
http://assembly.state.ny.us  
Pennsylvania General Assembly (2016).  
Caregiver advise, record and enable act- enactment:  
Act of April 20, 2016, P.L. 152, No. 20. Author.  
Retrieved from http://www.legis.state.pa.us  
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Figure 1: Algorithm (Decision Tree) Caregivers Participation in Survey  
 
Total patients age 65 and older (N= 207) 
 
 
      
Exclude: non-English speaking, unable to consent (i.e., dementia, change in mental 
status), repeat patients, patients discharged <24 hours (N= 28) 
      (N= 179) 
    Caregiver Age > 21 named?      No (N= 76)         Not asked (N= 41) 
 
            Declined naming caregiver (N=35) 
         Yes (N= 103)                    Exclude ECFs as caregivers (N= 4) 
       
      (N=99) 
    Willing to participate in survey?              No, declined participation (N= 3) 
      
       
         Yes (N= 83)  Unable to reach (N=13)  
       
          
      
Of 43 U.S. Mail, 11 returned (13%)       Of 40 e-mails, 39 returned (47%) 
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Table 1: SOAR Analysis of Survey Results - Strengths Regarding Caregiver Involvement in Discharge Planning 
Strengths Hospital Personnel Caregivers 
1. On 
admission, 
caregivers 
are given 
information 
about 
family 
member’s 
diagnosis 
and 
treatment 
 
  
2. Caregivers 
are given a 
list of 
patient’s 
medication
s, dosages, 
and 
instructions 
on 
discharge 
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Strengths Hospital Personnel Caregivers 
3. Medical 
Information 
to 
caregivers 
is 
understand-
able 
 
  
4. Interpreter 
services are 
readily 
available 
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Strengths Hospital Personnel Caregivers 
5. Overall, 
caregivers 
are satisfied 
with 
hospital 
experience 
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Table 2:  SOAR Analysis of Survey Results- Opportunities for Caregiver Involvement in Discharge Planning 
Opportunities Hospital Personnel Caregivers 
1a. Explain 
caregiver role 
and 
responsibilities. 
  
1b. Explain the 
importance of a 
caregiver to 
patients. 
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Opportunities Hospital Personnel Caregivers 
2.  Provide a 
number to call 
24/7 during 
hospitalization 
and after 
discharge 
regarding any 
questions 
 
  
3a. Inform about 
services and 
resources 
available to 
caregivers 
during 
hospitalization  
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Opportunities Hospital Personnel Caregivers 
3b. Inform about 
services and 
resources 
available to 
caregivers after 
discharge  
 
 
 
4. Assess 
caregiver skills 
and abilities, 
comfort level 
and availability 
to provide care 
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Opportunities Hospital Personnel Caregivers 
5a. Communicate 
about family 
member’s 
length of stay  
  
5b. Communicate 
about family 
member’s 
estimated date 
of discharge  
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Opportunities Hospital Personnel Caregivers 
6a. Teach 
caregivers 
about 
medications to 
assist patients 
after discharge 
 
 
6b. Teach 
caregivers 
about diet and 
activity to 
assist patients 
after discharge 
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Opportunities Hospital Personnel Caregivers 
6c. Teach 
caregivers 
about symptom 
management to 
assist patients 
after discharge 
 
 
6d. Teach 
caregivers 
about operating 
equipment to 
assist patients 
after discharge 
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Opportunities Hospital Personnel Caregivers 
6e. Teach 
caregivers 
about 
recognition of 
an emergency 
or a change in 
the patient’s 
condition to 
assist patients 
after discharge 
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Table 3:  SOAR Analysis - Aspirations and Results 
 
ASPIRATIONS (GOALS) RESULTS (PROPOSED ACTION PLAN) 
1 Improved caregiver role clarity 
and engagement  
Develop and provide an education tool for caregivers to define their and the 
hospital’s role and responsibilities. Provide re-education for hospital 
personnel on the value of caregiver engagement in discharge planning. 
2 Consistent, reliable contact 
information of hospital 
personnel 24/7 for questions 
and inquiries during and post-
hospitalization 
Provide a number for caregivers to call hospital personnel 24/7 for inquiries 
and questions during hospitalization on a wallet card (and/or to be entered in 
the caregiver’s smartphone), and post-hospitalization on the discharge 
instructions.  
3 Caregiver awareness hospital 
and community resources during 
and post-hospitalization 
Revise the current Patient Guide to be entitled Patient and Caregiver Guide, 
inclusive of services and resources available to caregivers during and after 
hospitalization. For example, promote the Senior Care Line as a resource to 
caregivers of the elderly. 
4 Hospital personnel awareness 
of caregiver skills, ability, 
availability to provide care 
Evaluate and implement a caregiver assessment questionnaire to assess 
caregiver availability, willingness, skills and abilities. Establish an agreed-upon 
time commitment for caregiver presence (or availability via phone or web-
based meeting) during the patient’s hospitalization, for teaching and 
communication. 
5 Timely communication to 
caregivers about length of stay 
(LOS) and estimated date of 
discharge (EDD) 
Hospital personnel to conduct twice daily Care Progression Rounds for 
accurate LOS and EDD projections, write EDD on the white board in patient’s 
room, communicate EDD with caregiver and document this in the EMR.  
6 Full engagement of caregivers 
in patient teaching and discharge 
instructions. 
Develop a caregiver folder and provide equivalent patient teaching 
materials and discharge instructions for caregivers. Review teaching 
materials with caregivers regularly, in-person or via phone. Provide a copy of the 
discharge instructions to caregivers not living with patient. 
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Table 4: Sustainability Report Card for Caregiver Involvement and 30-day Readmissions at Paoli 
Hospital 
 
Discharge Year- Month 2017- 07 2017-07 
Caregiver Caregiver 
Listed 
No Caregiver 
Listed 
Count 281 497 
Sum of Discharge Instructions Given to Patient Only 39 46 
Sum of Discharge Instructions Given to “Other” 94 15 
LOS 4.87 3.35 
30-Day Readmission Unplanned 37 40 
Readmission Rate 13.2% 8.0% 
Patients Discharged to Skilled Nursing Facility 26.3% 13.5% 
 
 
